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ABSTRACT 
Leeper, Elizabeth Coady. Teacher Candidates’ Perceived Psychological Wellness, 
Behavior Management Skills, and Mental Health Literacy. Published Doctor of 
Philosophy dissertation, University of Northern Colorado, 2017. 
 
 
 A teacher’s behavior management style has particular implications for those 
students who encounter difficulties due to social-emotional concerns. This study explored 
the relationship between teacher candidates’ perceived psychological wellness, behavior 
management skills, and mental health literacy. Four previously developed surveys were 
used to acquire information on these perceptions from undergraduate and graduate 
teacher candidates enrolled in a student teaching experience. Surveys were analyzed 
using exploratory factor analysis, and convergent validity was examined between a newly 
developed wellness survey and a well-established wellness survey. The personal 
experiences of teacher candidates with social-emotional concerns and those of their close 
friends and family members were also surveyed. A statistically significant relationship 
was found between teacher candidates who have personally experienced and/or sought 
help for social-emotional concerns and their behavior management skills. Findings have 
implications for educator preparation programs, teacher candidates, students with social-
emotional concerns, and school psychologists. The results of this study add to the body of 
literature that calls for an increase in wellness and social-emotional emphasis in teacher 
preparation programs. It also provides evidence to suggest a link between a teacher’s 
social-emotional history and their functioning in the classroom.  
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CHAPTER I 
INTRODUCTION 
 Classroom management has been an area of interest in education for decades. It 
has been emphasized as being a critical component to the implementation of quality 
instruction, the engagement of learners, and for increasing student achievement (Garrett, 
2014; Marzano, 2003). With such positive outcomes associated with well-managed 
classrooms, an outsider to the field of education might be surprised about how little 
attention it has received in teacher education, at least in terms of the impartation of 
explicit strategies. Behavior management, which focuses on a “teacher’s management of 
his or her own and students’ activities, creating an effective interaction environment, 
employing appropriate methods against undesirable behavior, and creating 
communication between students and carrying it on” (Oral, 2012, p. 2903), has been 
specifically overlooked in teacher education programs. The reality is that behavior 
management has been consistently cited as an area in which early-career teachers and 
teacher candidates feel least prepared (Reinke, Stormont, Herman, Puri, & Goel, 2011). 
 As they begin teaching in their own classrooms, it is no secret that early-career 
teachers are often stretched to their limits in fulfilling the needs of a wide range of 
students and helping them meet achievement expectations. They are left largely to rely on 
learning behavior management from experience, which essentially means on the job 
(Dirksen, 2014; Unal & Unal, 2012). During their teacher education programs teacher 
candidates are expected to master content and pedagogical knowledge as well as 
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successfully complete field experiences in order to become effective teachers. As a result 
of these numerous demands explicit instruction in behavior management is often 
neglected in teacher education programs (Freeman, Simonsen, Briere, & MacSuga-Gage, 
2013; Garrett, 2014). Certainly, experience is a critical factor in learning such a practical 
skill. However, given the breadth and depth of understanding our human collective has 
acquired about even the most basic ways to shape and control human behavior, this lack 
of explicit instruction in behavior management strategies could be viewed as a 
tremendous disservice to early-career teachers.  
 A teacher’s behavior management ability touches every corner of the learning 
environment. It has implications for how she or he deals with all students, and has 
particular implications for those students who encounter difficulties due to social-
emotional concerns. Such students have, in some cases, been identified as meeting 
educational criteria for a serious emotional disability (SED), and are legally mandated to 
receive special education supports from the schools. This is not always the case, however, 
as prevalence estimates suggest that large numbers of children and adolescents 
experience clinically significant needs that are not identified and diagnosed (Forness, 
Freeman, Paparella, Kauffman, & Walker, 2012). Numerous other children may not meet 
the criteria for a disability, but still experience problematic social-emotional concerns that 
effect the learning environment. Ultimately, there are likely a large group of students 
with such concerns who may not be receiving social-emotional supports of any kind 
(Forness et al., 2012).  
 Over 40% of children who have been identified as a student with SED will spend 
80% or more time of each school day in the general education classroom (Jacob & 
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Hartshorne, (2007). With students with SED spending so much of their time in the 
general education classroom, the likelihood that general education teachers will work 
with students with these challenges is very high. For example, when just considering 
prevalence rates on children with attention-deficit hyperactivity disorder (ADHD), who 
may or may not be identified with SED, teachers may average up to one or two students 
with this concern in a typical classroom (National Research Council and Institute of 
Medicine, 2009). General education teachers should by no means be expected to perform 
duties equivalent to those of mental health professionals in working with students with 
social-emotional challenges. However, because many children with social-emotional 
concerns will spend the majority of the day in the general education classroom, it is 
essential that their teachers be provided with strategies and skills to confidently and 
effectively provide supports to such students. 
 Children and adolescents with mental health disorders may comprise between 10 
to 20 percent of the population (National Research Council and Institute of Medicine, 
2009). Additional estimates suggest that as many as 80% of these children and youth do 
not receive the treatment they need, which is associated with many risks (Rones & 
Hoagwood, 2000). Educational underachievement, adverse behavioral issues, substance 
abuse disorders, and greater overall functional impairment into adulthood are just a few 
negative outcomes of social-emotional concerns beginning in childhood (Connolly, 
Suarez, & Sylvester, 2011). Additionally, the stigma that often accompanies SED and 
social-emotional concerns only further perpetuates such concerns by making identified 
children easier targets of bullying and other forms of harassment (Whitley, Smith, & 
Vaillancourt, 2012). 
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 Because the majority of children attend public or private schools, this makes the 
educational setting particularly well suited to meet the social-emotional needs of children 
and youth. Indeed, schools have often been charged with addressing such needs, both via 
special education services (Jacob & Hartshorne, 2007), and more recently through the 
implementation of social-emotional learning (SEL) programs (Desai, Karahalios, 
Persuad, & Reker, 2014; VanDerHeyden & Burns, 2010). Social-emotional learning 
helps children to acquire “knowledge, attitudes, and skills necessary to understand and 
manage emotions, set and achieve positive goals, feel and show empathy for others, 
establish and maintain positive relationships, and make responsible decisions.” 
(Collaborative for Academic, Social, and Emotional Learning [CASEL], 2012).  
 Numerous barriers exist, however, which often impede the implementation of 
social-emotional learning and other interventions and supports in schools. Such variables 
include inadequate funding, lack of support from administration, lack of time, and 
inadequate training. Additionally, limited knowledge of social-emotional concerns and 
supports available to children on the part of child caregivers has been suggested to be 
another barrier to early intervention (Whitley et al., 2012). Stigma that often accompanies 
social-emotional concerns, as mentioned above, may also extend beyond the student level 
to parents and teachers. This has historically prevented key adults in the lives of children 
and youth from seeking help on behalf of them (Repie, 2005), although this tide does 
appear to be shifting, as more teachers are reporting that they support the implementation 
of SEL in the educational setting (Bridgeland, Bruce, & Hariharan, 2013). Therefore, the 
educational setting may have much potential for the provision of social-emotional 
support for students.  
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 While many teachers agree that there is value in social emotional learning (SEL) 
in schools, early-career teachers may find themselves unable to adequately meet the 
social-emotional needs of children due to their own interpersonal needs and limitations. 
Teaching has consistently been acknowledged as a high-stress occupation, and burnout 
and retention have been large problems in the field of education for years, particularly 
among early-career educators (Johnson et al., 2005). Teacher education programs very 
rarely integrate content on burnout prevention and the other skills related to the 
development of resiliency in teacher candidates through attention to personal wellness. 
This lack of training gives early-career teachers very little in the way of understanding 
their own social-emotional wellness, as well as the potential impact it may have on their 
students.  
Theoretical Orientation 
 One of the most important roles of a school psychologist is consultation (National 
Association of School Psychologists [NASP], 2010). To assist teachers who are working 
with children who have social-emotional needs and behavioral challenges, consultation is 
a time-effective approach that can help enhance teachers’ knowledge and skills (NASP, 
2010). In framing this study, Gerald Caplan’s original mental health consultation model 
provides a theoretical foundation for the argument that direct care staff, including 
teachers, should receive education and support around social-emotional needs of their 
own, in addition to those of their students (Caplan, Caplan, & Erchul, 1994; Erchul & 
Martens, 2010). Caplan developed four different subtypes of mental health consultation, 
which comprise the overall model: Client-Centered Case Consultation, Program-Centered 
Administrative Consultation, Consultee-Centered Case Consultation, and Consultee-
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Centered Administrative Consultation (Caplan, 1995). For the purposes of this study, the 
focus is placed on Consultee-Centered Consultation, which seeks to address the 
consultee’s work difficulty. It operates under the assumption that there are four major 
areas that may be causing the difficulty for the consultee:  
(a) lack of understanding of the psychological factors in the case; (b) lack of skill 
or resources to deal with the problems involved; (c) lack of professional 
objectivity in handling the case; and (d) lack of confidence and self-esteem due to 
fatigue, illness, inexperience, youth or old age. (Caplan, 1995, p. 13) 
 
 For the purposes of utilization in the school setting, Caplan’s mental health 
consultation has more recently been modified and promoted as mental health 
collaboration (Caplan, Caplan, & Erchul, 1995). This modification has resulted in the 
removal two of elements of the original Caplanian model--manipulation and theme 
interference-- which are more psychoanalytic in nature and are not particularly relevant to 
or practiced in the school setting. The guiding principles of mental health collaboration, 
particularly the idea that teachers must be supported with relevant knowledge and skills 
in order to be effective in meeting the needs of their students (Caplan, 1962), is 
particularly pertinent to the challenges facing many early-career teachers today. 
According to Gibson, Stephan, Brandt, and Lever (2013), the goal of school mental 
health consultation is for the consultant, who is often the school psychologist, “to 
enhance the teacher’s knowledge, skills, confidence, or objectivity so that the teacher can 
address a current problem, as well as similar problems that may arise in the future” (p. 
273, 2013).  
 The model’s overarching focus on the prevention of and consultation surrounding 
social-emotional concerns (both individually and on a systems-level) is also consistent 
with current school-based intervention models of which consultants seek to address 
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different levels of need (Caplan, 1964; VanDerHeyden & Burns, 2010). The mental 
health collaboration model allows for school psychologists and other consultants to 
address the lack of teacher training surrounding social-emotional needs and wellness.  
 The present study seeks to identify relevant knowledge and characteristics of 
teacher candidates that may impact their perceptions of wellness and knowledge as 
related to managing children’s behaviors in the classroom. This research was designed to 
not only allow researchers to continue to build a stronger case for including content on 
social-emotional concerns and wellness in teacher education programs. Furthermore, 
these results may also help provide school psychologists with insight that may better help 
them provide education and support to teachers regarding their own social-emotional 
needs, as well as those of their students. 
School Supports for Students with 
Social-Emotional Needs 
 
 The social-emotional needs of children and adolescents began to be 
acknowledged via the schools in the late 1800s. The establishment of child abuse laws 
and compulsory education requirements paved the way for the development of the first 
social-emotional supports targeted specifically to children. As perceptions and 
understandings of the social-emotional needs of children and adolescents continued to 
develop and progress throughout the 20th century, such knowledge began to trickle into 
the public education system, originally in the form of vocational counseling and guidance 
services (Gysbers & Henderson, 2001). 
 Federal legislation has since guided many sweeping policy changes within the 
public education system of the United States. The reauthorization of the Education of All 
Handicapped Children Act of 1975 and the No Child Left Behind Act of 2001 have 
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forced the creation of frameworks that require schools to find ways to meet the needs of 
all students. One such mandate, as seen through The Individuals with Disabilities Act 
(IDEA), requires that each child in the United States is entitled to a free and appropriate 
public education (FAPE) in the least restrictive environment (LRE) possible (Jacob & 
Hartshorne, 2007). Ultimately, this requires that children identified with a specific 
disability, including SED, experience as much time in the regular classroom as deemed 
possible and appropriate. 
 While traditional special education procedure designates that a referred child 
receive timely evaluation and the provision of appropriate special education services if 
required, many states and school districts are using a new framework referred to as a 
Multi-Tiered Systems of Support (MTSS) model when addressing children’s needs 
(Cowan, Vaillancourt, Rossen, & Pollitt, 2013). MTSS consists of a three-tiered approach 
to the prevention, assessment, and intervention by providing supports at the universal (all 
students), secondary (a select group of students), and tertiary levels (often one-on-one 
supports). This model relies on the knowledge and skills of adult stakeholders comprising 
many different roles within the school system, and is supported by the National 
Association of School Psychologists (NASP) as a way of providing students with both 
academic and social-emotional support (NASP, 2013).  
 The core mission of the MTSS model is to provide students with interventions 
and supports in the general education environment to the greatest extent possible, before 
entering into the special education process (e.g., full psychoeducational evaluation, self-
contained special education classrooms, etc.,; VanDerHeyden & Burns, 2010). MTSS has 
the potential to play a tremendously important role in helping school personnel meet the 
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needs of students with social-emotional concerns, but its success is contingent upon many 
assumptions. One of these assumptions is that school personnel, particularly general 
education teachers, have the knowledge and skills necessary to identify children who are 
struggling and to implement the interventions developed for children in accordance with 
this model. Such knowledge and skills are sometimes exhibited through teachers’ 
behavior management competencies, which may be contingent upon their own 
experiences, level of functioning, and breadth of knowledge regarding the reasons for 
children’s behaviors.  
Behavior Management 
 Teachers widely believe they should play a role when it comes to providing 
support to children with social-emotional disorders and concerns in their classrooms; 
however, they often report feeling that they lack sufficient experience and training in 
order to provide adequate support for these children (Reinke et al., 2011). Teachers have 
consistently reported that they would most prefer to have additional professional 
development particularly in the areas of classroom management and in managing student 
social-emotional concerns (Coalition for Psychology in Schools and Education, 2006; 
Whitley et al., 2012). Therefore, this perceived weakness is not primarily reflective of a 
lack of desire on the part of teachers to effectively work with students with social-
emotional concerns, but rather a lack of access to such training and information in teacher 
preparation programs and subsequent professional development experiences. 
 Many practitioners and researchers have encouraged school psychologists to 
apply their expertise in wellness to develop professional development trainings and other 
school-wide programs aimed at supporting teachers in this area (Kipps-Vaughan, Ponsart, 
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& Gilligan, 2012). Some districts have started offering professional development 
programs for teachers aimed at training in skills they can use in order to appropriately 
manage job-related stressors, and often include strategies for addressing the social-
emotional needs of their students (Edgar, 2013). However, waiting to impart this 
information until teachers are already feeling the real pressures of stress and burnout may 
be too late. Just as prevention and early intervention have been emphasized for young 
children regarding the remediation of academic and social-emotional concerns, it is 
possible that teacher candidates too may benefit from learning specific skills and 
strategies aimed at better preparing them to work with disruptive and other challenging 
students. Increased training in the areas of social-emotional concerns and wellness would 
therefore meet the goal of taking active measures to fight burnout and build resiliency 
before teacher candidates reach the reality of having their own classroom.  
 With teachers citing a desire to play a role in supporting children with social-
emotional concerns, and many reporting little training on social-emotional concerns and 
classroom management, teacher education programs and school districts are presented 
with a clear challenge—ensuring that teacher candidates and teachers gain the content 
and skills necessary to better meet the needs of children with social-emotional concerns. 
While such an effort may require a paradigm shift for many in the field of education, it 
does not mean that the implementation of such knowledge and strategies is the only way 
to identify teacher candidates who will be the most successful in working with students 
with social-emotional concerns.  
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Wellness 
 The rate of attrition among early-career teachers may suggest that many lack the 
characteristics and skills to help them cope with the stressors of teaching (Aloe, Shisler, 
Norris, Nickerson, & Rinker, 2014; Ingersoll & Smith, 2003). In order to better 
understand this phenomenon, increasing attention is being given to the importance of 
personal wellness in teachers (Split, Koomen, & Thijs, 2011). Exploration into this area 
was largely paved by the emergence of and strong interest surrounding positive 
psychology, which places a focus on the identification of interpersonal strengths and 
characteristics of wellness and resiliency that have the potential to serve as protective 
factors (Curry & O’Brien, 2012; Seligman & Csikszentmihalyi, 2000). An often agreed-
upon description of wellness is defined as, “a state of complete physical, mental, and 
social well-being and not merely the absence of disease or infirmity” (Official Records of 
the World Health Organization, 1948, p.100). In the case of teacher candidates, such 
protective factors might help to prevent against burnout, attrition, and other negative 
outcomes. The positive effects that teacher wellness has on students and the learning 
environment has become an emerging area of research, with some evidence suggesting 
that it may improve student academic performance and also positively impact children’s 
social-emotional functioning (Hamre & Pianta, 2004; Malmberg & Hagger, 2009; Roth, 
Assor, Kanat-Maymon, & Kaplan, 2007). 
 While inservice (or current) teachers may have access to professional 
development that emphasizes wellness and resiliency, teacher candidates often do not 
receive such exposure, as much of the emphasis in teacher education programs is often on 
content areas and on the development of teaching skills. The most consistently assessed 
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area that examines personal characteristics of teacher candidates as mandated by teacher 
education accrediting bodies is that of professional dispositions. Professional dispositions 
have been defined as “the habits of professional action and moral commitments that 
underlie an educator’s performance.” (Council of Chief State School Officers, 2011, p. 6) 
With such a broad definition, the ways in which professional dispositions are assessed 
often lies in the eye of the beholder, which in this case is the teacher education program.  
 The concept of dispositions may cover a wide area of skills, but provides little 
insight into the personal wellness factors of teacher candidates that may underlie some of 
their ability to fulfill these expectations. The identification of such characteristics 
becomes even more critical when considering research on teacher burnout and attrition, 
which has consistently suggested that as many as half of all teachers who enter the 
profession will leave within five years of entrance, and that a portion of this attrition has 
been significantly related to disruptive student behavior (Aloe et al., 2014; Ingersoll & 
Smith, 2003).  
 Addressing wellness in teacher candidates is not a new concept. Previous research 
has explored outcomes of teacher wellness, as previously cited, but also the importance it 
may have on teacher-student relationships (Split et al., 2011). It is worth extending this 
investigation to teacher candidates, in order to identify characteristics of resiliency that 
may make them better able to handle the stressors of teaching. With this in mind, it is 
also worth investigating measures that are most suitable for use with this population, 
particularly if teacher education programs gain interest in assessing this construct in their 
candidates. For the purposes of this study, two measures of wellness were examined: the 
Perceived Wellness Scale (PWS; Adams, Bezner, & Steinhardt, 1997) and the Journey to 
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Success Wellness Scale (JSS-WS; Copeland & Nelson, 2004). The PWS has been 
explored with undergraduate populations, and was developed with a multidimensional 
systems theory in mind; that is, the functioning of one sub-construct is dependent upon 
the functioning of the other sub-constructs. The PWS is comprised of six subcategories of 
wellness: physical, social, emotional, intellectual, psychological, and spiritual (Adams et 
al., 1997). Alternatively, the JSS-WS is a newly developed wellness scale that seeks to 
specifically examine characteristics of psychological wellness and resiliency. It has been 
used in high school populations and is in the early stages of exploration in young adult 
and undergraduate populations. 
Mental Health Literacy 
 It is one thing to manage behavior; it is another thing altogether to actively pursue 
help for children with social-emotional concerns. Recently, the idea of mental health 
literacy has been introduced, as an extension of the broader area of health literacy. Much 
like health literacy, mental health literacy encompasses the identification of social-
emotional concerns and also requires that appropriate action be taken in order to support 
the identified concerns. One of the most important factors preventing individuals, 
particularly children, from obtaining professional help, is the lack of recognition that one 
has a social-emotional concern. The identification of social-emotional concerns, however, 
may actually only lead to stigma and a potentially damaging label if not followed up with 
appropriate action and help-seeking (Jorm, 2012). Mental health literacy seeks to capture 
not only the knowledge individuals have of social-emotional concerns, but their potential 
for seeking action when it comes to relieving such concerns. While studied across a 
variety of populations in Australia and New Zealand, mental health literacy has yet to be 
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broadly examined in the United States. A review of the literature did not indicate 
evidence of any studies that have examined this construct in teacher candidates in the 
United States. With teacher candidates entering into positions where they will potentially 
identify and seek help for students with social-emotional concerns, it is important to 
assess their readiness for such a task as they progress through their teacher education 
programs.  
Need for the Study 
 Professional organizations such as NASP and other proponents of social-
emotional learning (SEL) are attempting to address the very real and legitimate need 
among children and adolescents in schools by helping students to develop these skills 
within the context of the general education classroom. When this is not possible, school 
personnel must be able to respond to these concerns through whole or small group 
interventions, as well as focused educational supports. Teachers are key in helping to 
identify students who may need extra supports and in the delivery of this programming. 
However, this role is not supported by sufficient, explicit instruction in personal wellness 
and behavior management in teacher preparation programs. Furthermore, there is no 
assessment of beginning teachers’ preparedness to deal with the many stressors of 
teaching including the provision of supports to students with social-emotional concerns.  
 A logical first step for determining whether teachers are able to meet the demand 
of working with such students is the examination of the factors that appear to be relevant 
to better outcomes for students. As noted, these include aspects of personal wellness, 
knowledge of mental health, and behavior management strategies. There is a need to 
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identify not only the knowledge of teacher candidates regarding such content, but also the 
personal characteristics that may make these future teachers more skilled in these areas. 
 As Caplan’s (1962) mental health consultation model promotes, if teachers are 
better able to deal with social-emotional needs of their own, they will likely be better able 
to work with the social-emotional needs of their students (Erchul & Martens, 2010). 
Thus, this study seeks to promote prevention and early intervention activities related to 
children’s social-emotional needs in the schools via addressing the personal 
characteristics and knowledge of teacher candidates, specifically in regards to social-
emotional concerns and wellness. Furthermore, these findings may provide school 
psychologists and others who consult with early-career teachers with knowledge about 
the personal characteristics and abilities that are important to managing children’s 
behaviors and maintaining one’s own self-care in the context of challenging students.  
Purpose of the Study 
 Teachers are often among the first adults to recognize when children are 
struggling with social-emotional concerns. Thus, teachers are in a unique position to 
shape the classroom experiences of children with such concerns through behavior 
management strategies. However, little is known about the personal attributes of teachers 
that may affect their ability to manage both the stress of teaching and children’s 
behaviors, especially when significant emotional concerns are present. The current study 
was designed to examine personal wellness factors and mental health literacy among 
teacher candidates and how these factors may contribute to their perceived behavior 
management abilities. It was expected that both of these factors would be relevant to 
teacher candidates’ behavior management skills, as they address important internal 
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factors for the teacher candidates themselves as well as action-seeking on behalf of 
children with social emotional concerns. Additional variables such as age, gender, year in 
program, specific program of study (e.g., elementary, special education), and the previous 
experiences, either personal or through friends/relatives, with social emotional concerns 
were also explored.  
Research Questions 
Q1 What is the relationship between the Journey to Success Wellness Scale 
(JSS-WS), a multidimensional wellness scale, and the Perceived Wellness 
Scale (PWS)? 
 
Q2 What is the contribution of wellness factors and mental health literacy in 
predicting teacher candidates’ perceptions of their behavior management 
skills? 
 
Q3 What is the relationship between teachers’ personal characteristics 
(teacher preparation program of study, personally experiencing and 
seeking help for a social-emotional concern and having a close friend or 
family member experience and seek help for a social-emotional concern) 
and their perceptions of their behavior management skills? 
 
Q4 What is the relationship between teachers’ personal characteristics 
(teacher preparation program of study, personally experiencing and 
seeking help for a social-emotional concern and having a close friend or 
family member experience and seek help for a social-emotional concern) 
and their mental health literacy? 
 
Definition of Terms 
Behavior management. “Includes a number of tasks such as a teacher’s management of 
his or her own and students’ activities, creating an effective interaction 
environment, employing appropriate methods against undesirable behavior, and 
creating communication between students and carrying it on.” (Oral, 2012, p. 
2903) 
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Classroom management. “It not only seeks to establish and sustain an orderly 
environment so students can engage in meaningful academic learning, it also aims 
to enhance student social and moral growth” (p.4). They propose that it is 
promoted by teachers through the following behaviors: “1) Developing caring, 
supportive relationships with and among students; 2) organizing and 
implementing instruction in ways that optimize students’ access to learning; 3) 
using group management methods that encourage student engagement with 
academic tasks; 4) promoting the development of student social skills and self-
regulation; and 5) using appropriate interventions to assist students who have 
behavior problems.” 
Mental health literacy. “Knowledge and beliefs about mental disorders which aid their 
recognition, management or prevention.” (Jorm et al., 1997, p.182) This term 
includes: “a) The ability to recognize specific disorders or different types of 
psychological distress; b) knowledge and beliefs about risk factors and causes; c) 
knowledge and beliefs about self-help interventions; d) knowledge and beliefs 
about professional help available; e) attitudes which facilitate recognition and 
appropriate help-seeking; and f) knowledge of how to seek mental health 
information." (p. 396) 
Serious emotional disability. An educational identification indicating significant 
emotional or social functioning which prevents the child from receiving 
reasonable educational benefit from general education.  
Social-emotional. Refers to the realm of social, emotional, psychological, mental health, 
and behavioral aspects of functioning. 
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Social-emotional concerns. Symptoms in children who may experience difficulties in the 
area of social-emotional skills that impact their daily functioning. 
Social-emotional learning (SEL). “Involves the processes through which children and 
adults acquire and effectively apply the knowledge, attitudes, and skills necessary 
to understand and manage emotions, set and achieve positive goals, feel and show 
empathy for others, establish and maintain positive relationships, and make 
responsible decisions.” (Collaborative for Academic, Social, and Emotional 
Learning, 2012).  
Social-emotional skills. The expression of SEL competencies. 
Social-emotional support. Formal or informal social-emotional help provided in school 
settings for students in need. 
Teacher candidates. Refers to students in teacher education programs. Sometimes 
referred to in teacher education literature as “pre-service teachers.” 
Teacher education programs. Higher education programs that educate and produce 
licensed teachers. Sometimes referred to as “teacher/educator preparation 
programs” within the teacher education literature. 
Wellness. “Health is a state of complete physical, mental, and social well-being and not 
merely the absence of disease or infirmity” (Official Records of the World Health 
Organization, 1948, p.100) 
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CHAPTER II 
LITERATURE REVIEW 
Teacher Preparation in Classroom and 
Behavior Management 
 
 Classroom management has long-been acknowledged as a critical component to 
implementing quality instruction, engaging learners, and increasing student achievement 
(Garrett, 2014; Marzano, 2003). While definitions of classroom management vary, 
Evertson and Weinstein (2006) offer a widely supported framework that describes 
classroom management as having the following purposes: “It not only seeks to establish 
and sustain an orderly environment so students can engage in meaningful academic 
learning, it also aims to enhance student social and moral growth” (p.4). They propose 
that it is promoted by teachers through the following behaviors: 
 1) The development of caring, supportive relationships with and among students; 
2) the organization and implementation of instruction in ways that optimize 
students’ access to learning; 3) the use group management methods that 
encourage student engagement with academic tasks; 4) the promotion of the 
development of student social skills and self-regulation; and 5) the use 
appropriate interventions to assist students who have behavior problems. (p. 4) 
 
The last sub-skill in this particular definition, that of behavior management, has 
consistently been cited by early-career teachers as an area in which they feel least 
prepared (Coalition for Psychology in Schools and Education, 2006; Reinke et al., 2011). 
Defined more specifically, behavior management is believed to include “a number of 
tasks such as a teacher’s management of his or her own and students’ activities, 
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creatingan effective interaction environment, employing appropriate methods against 
undesirable behavior, and creating communication between students and carrying it on“ 
(Oral, 2012, p. 2903). Early-career teachers are left largely to rely on trial and error until 
the cumulative effects of experience in behavior management are gained and such skills 
become more second nature (Dirksen, 2014; Unal & Unal, 2012). With teacher 
candidates inundated with academic content they must learn and practicing teachers 
stretched to their limits regarding the achievement expectations they must drive students 
to meet, specific and explicit instruction in behavior management often falls by the 
wayside (Freeman et al., 2013; Garrett, 2014). Early-career teachers are expected to learn 
behavior management skills over time. Which makes sense, if one operates under the 
assumption that experience is the only way to learn such a skill. It could also be seen as a 
tremendous oversight, given the breadth and depth of understanding our human collective 
has acquired about even the very basic ways to shape and control human behavior. 
 Teachers’ behavior management styles have implications for how they deal with 
all students, to be certain; but it has particular implications for those students who have 
social-emotional concerns. In some cases, students who experience such difficulties have 
been identified as meeting the criteria for a serious emotional disability (SED), and are 
legally mandated to receive specialized supports from the schools, though this is not 
always the case. Large numbers of other students experience clinically significant social-
emotional concerns but are not identified and diagnosed (Forness et al., 2012). Still, 
others experience problematic social-emotional concerns while not necessarily meeting 
the criteria for a disability identification. Data on these latter cases suggests there is a 
large group of students with social-emotional concerns that may not be receiving social-
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emotional supports of any kind (Forness et al., 2012). Our knowledge about prevalence 
rates of such concerns suggests an almost statistical certainty that a general education 
teacher will be assigned to teach a student with a social-emotional concern. While general 
education teachers should by no means be expected to perform duties consistent with that 
of mental health professionals in regard to these students, it is inevitable that they will be 
expected, at the very least, rise to the challenge of facilitating effective behavior 
management strategies and providing students with social-emotional support.  
Social-Emotional Concerns in Children 
and Associated Risks 
 
 Current estimates suggest that as many as one in five children in the United States 
may have a diagnosable social-emotional disorder (Anticich, Barrett, Gillies, & 
Silverman, 2012). While this ratio is troubling, an even graver concern related to these 
findings is that only a very small percentage of these children with diagnosed disorders or 
sub-clinical concerns will ever receive intervention or support. Estimates suggest that as 
many as 80% of children and adolescents do not receive the social-emotional services 
that they need (Rones & Hoagwood, 2000), and that 50% of all chronic mental illness 
begins by the age of 14 (Kessler et al., 2005). Many children and adolescents with 
clinically significant disorders may have delayed access to professional help and only 
seek this support as adults. This delay in treatment seeking is particularly prevalent in 
children who must rely on parents or other adults to first identify them as a child with a 
social-emotional concern and then help them receive professional services (Jorm, 2012).  
 The risks of not providing treatment to children with social-emotional concerns 
are many. Such concerns beginning in childhood are associated with negative academic 
consequences, such as lower achievement scores as adolescents and educational 
  
22
underachievement as adults (Connolly et al., 2011). In addition, they are also linked to 
adverse behavioral outcomes such as conduct problems and poor adaptation in adulthood. 
In the long term, untreated social-emotional concerns that begin in childhood often 
become insidious over the lifespan, and are associated with an intractable course of 
illness. They also result in an increased use of long-term psychiatric and medical 
services, as well as greater overall functional impairment, particularly in occupational 
and social aspects of life (Connolly et al., 2011). 
 Complicating the situation, children with social-emotional concerns may often 
acquire or be diagnosed with co-existing disorders. That is, they may experience 
symptoms that indicate they may be experiencing more than one social-emotional 
disorder at a time. Substance abuse disorders frequently co-occur with social-emotional 
disorders, with many individuals experiencing the onset of one or both disorders before 
adulthood. For many of these adults, the early age of their first experience with alcohol or 
drugs is a powerful predictor of their lifetime drug and alcohol abuse. There is a large 
body of recent research conducted among a wide range of populations that continues to 
support the concept that the younger the individual is when they begin the use of 
addictive substances, the greater the risk the individual has in continuing drug abuse into 
adulthood, and even progressing to full-blown addiction and a variety of social-emotional 
consequences (Hingson, Heeren, & Edwards, 2008; Henry et al., 2011; Pilatti, Caneto, 
Garimaldi, Vera, & Pautassi, 2014). 
 The stigma that often accompanies social-emotional concerns in children may 
make them easier targets of bullying, which only further perpetuates such concerns 
(Whitley et al., 2012). Suicide, just one of the many possible outcomes of bullying, was 
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the second leading cause of death for children aged 12-17 in 2010 (Centers for Disease 
Control and Prevention, 2013). While this is likely due to a combination of different 
variables, social-emotional concerns are heavily implicated in the interaction of factors 
that contribute to this problem. 
 Historically, public school administrators have attempted to maintain a distance 
between placing a focus on academics and the social-emotional concerns of their students 
(Baskin, Slaten, Sorenson, Glover-Russell, & Merson, 2010). With poor academic 
outcomes associated with social-emotional concerns in children and adolescents as well 
as behavioral and societal implications, schools have a vested interest in using prevention 
and intervention strategies to help children and adolescents who are either at-risk for 
developing or are currently struggling with social-emotional concerns. In reality, teachers 
report that variables such as inadequate funding, lack of time, lack of support from 
administration, and lack of adequate training are the most prevalent barriers that 
intervene with the implementation of school-based social-emotional programs and quality 
evidence-based interventions (Reinke et al., 2011).  
 An additional barrier to the implementation of social-emotional programs has 
been the general stigmatization of social-emotional support and intervention that extends 
beyond the individual level (Repie, 2005). Historically, the stigma surrounding this 
treatment has prevented parents or teachers from seeking help for their children or 
students, and has prevented students from taking the initiative to seek help for 
themselves. However, as SEL has become more widespread in schools and has also 
demonstrated evidence of success, more and more teachers across the country are 
endorsing the importance of SEL in the classroom (CASEL, 2012).  
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The Historical Role of Schools and Social-Emotional 
Concerns in Children 
 
 Interest in the social-emotional health of children in schools is nothing new. As 
compulsory education requirements were enacted in the United States on a state-by-state 
basis in the late 1800s, more and more children began to enter the public school systems. 
With compulsory education requirements and child abuse laws in place, the establishment 
of the first mental health services specifically for children soon followed in the late 
1800s. Much of this began within the criminal justice system, as juvenile offenders began 
to receive counseling services in mental health clinics as an alternative to being 
incarcerated with adult offenders, as had often been the standard protocol up to that time. 
The University of Pennsylvania opened the first mental health clinic for children in 1896, 
originally beginning as a way to address school-related problems in these juvenile 
offenders. As the need for mental health services specifically for children continued to be 
recognized, more of these types of clinics opened across the country. Some of these 
clinics were created specifically to serve school districts, thus beginning the earliest 
public school-based mental health services (Pumariega & Vance, 1999). 
 Perceptions and understandings of the social-emotional concerns of children and 
adolescents continued to develop and progress throughout the 20th century. In the early 
1900’s, public schools began to see the value of vocational guidance for high school 
students. They enlisted already-employed teachers to provide vocational counseling, 
although the teachers were untrained in this area. This practice resulted in the emergence 
of the field of school guidance counseling, which continued to include a focus on 
vocational counseling, but also expanded to include counseling and support for 
psychological issues (Gysbers & Henderson, 2001). At this same time, school social 
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workers began to emerge, largely to ensure that children were attending school after the 
implementation of compulsory schooling laws as well as a way to help parents and 
families connect with schools. School social workers’ roles have expanded to include 
counseling and support for psychological issues and related concerns in children and 
adolescents and their families (Knetchtli, 2005). School psychologists entered public 
education along with social workers, and primarily targeted providing mental health 
services and psychoeducational assessment to children in the schools (D’Amato, Zafiris, 
McConnell, & Dean, 2011). A need for school psychologists spiked after World War II, 
as the baby boom went into effect and the individual needs many children required in 
order to become successful in school became even more evident (D’Amato et al., 2011). 
The roles of teachers, guidance counselors, social workers, and school psychologists have 
continued to evolve, particularly in terms of addressing the social-emotional needs of 
students. 
 Legislation such as the reauthorization of the Education of All Handicapped 
Children Act of 1975 influenced the push for meeting the needs of all children in the 
public schools (Mele-McCarthy & Whitmire, 2007). This increased momentum ensured 
resulted in a push for comprehensive school-based health centers during the late 1970s 
and into the 1980s (Adelman & Taylor, 1991). Since then, school-based mental health 
clinics have been widely used by both parents and students, and provide larger amounts 
of students with the opportunities for health care, particularly in cases where children or 
adolescents do not have health insurance. However, because they remain largely state or 
grant-funded, they have only been implemented in specific areas of the United States. 
According to the U.S. Department of Health and Human Services, almost 2,000 school-
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based health centers exist in the U.S. today. Of these, about 20% receive financial 
assistance from the U.S. Health Resources and Services Administration (HRSA) Health 
Center Program. The Affordable Care Act, passed in the United States in 2011, awarded 
$95 million to 278 already-existing school-based health center programs across the 
United States, with the goal of helping them expand and improve the quality of their 
services (Health Resources and Services Administration, 2012).  
 Not many schools or districts will ever have the luxury of being supported by 
such centers; however, this does not mean that they are unequipped to address social-
emotional concerns in students. The push by many educational researchers and school 
administrations for the implementation of social-emotional learning (SEL) has appeared 
to be a positive trend in the direction toward better meeting these concerns. SEL has been 
defined as involving “the processes through which children and adults acquire and 
effectively apply the knowledge, attitudes, and skills necessary to understand and manage 
emotions, set and achieve positive goals, feel and show empathy for others, establish and 
maintain positive relationships, and make responsible decisions” (Collaborative for 
Academic, Social, and Emotional Learning, 2012). SEL includes five core competencies: 
self-awareness, self-management, social awareness, relationship skills, and responsible 
decision-making (Desai et al., 2014, p. 14). Proponents of SEL cite research that suggests 
that addressing social-emotional concerns effectively is linked to higher academic 
achievement, the reduction of conduct problems, and the improvement in school climate 
(Taylor, & Kilgus, 2014). Mental health professionals, such as school psychologists, 
social workers, and guidance counselors have long-been looked to as essential personnel 
in meeting the social-emotional concerns of students through the provisions of social-
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emotional interventions and supports (Lear, J. G., 2007). Identifying and implementing 
SEL programs is yet another way such professionals are asked to use their training and 
experience in the area of social-emotional concerns. Teachers are also key stakeholders 
when it comes to helping students learn social-emotional skills, and have the opportunity 
to play an instrumental role in providing support to children through the provision of SEL 
skills and curriculum to their students (Desai et al., 2014). They also have the potential to 
serve in the facilitation of social-emotional interventions and supports for students at the 
universal, and in some cases, at the secondary MTSS levels, which will be discussed in 
greater detail in the next section.  
Legal Mandates and Current Educational 
Practice 
 
 In the current public school context, the social-emotional interventions children 
receive have largely taken form through the influence of legal mandates at the federal, 
state, and local levels. Federal mandates, including the Education for All Handicapped 
Children Act of 1975 and the No Child Left Behind Act of 2001, have guided many 
sweeping policy changes within the schools. The laws have forced the creation of 
frameworks that adhere to these policies and dictate that schools find ways to meet the 
needs of all students. The Individual with Disabilities Act (IDEA) is one such mandate, 
and requires that each child in the United States is entitled to a free and appropriate 
public education (FAPE) in the least restrictive environment (LRE) possible (Jacob & 
Hartshorne, 2007). This dictates that children with diagnosed special needs, including 
SED, experience as much time in the regular classroom as deemed possible and 
appropriate. 
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 In addition to this legislation, there has been a theoretical shift surrounding the 
process of identifying children for special education services. Rather than referring a 
child for immediate evaluation and relocation into a special education classroom, more 
states are using the Multi-Tiered Systems of Support (MTSS) model (Cowan et al., 
2013). MTSS is a framework of school-wide prevention, instruction, and support that 
focuses on the academic and behavioral success of all students. Consisting of a tiered 
approach to the prevention, assessment and intervention of student needs, and relying on 
the knowledge and skills of adult stakeholders comprising many different roles within the 
school system, MTSS is most commonly conveyed visually through a three-tiered 
pyramid. Tier I focuses on and provides universal instruction, screening and prevention 
for all students. Tier II focuses on identifying and targeting specific areas and skills of 
concern, often followed by intervention in a small-group format. Tier III focuses on 
providing intensive, and often one-on-one interventions for students identified as having 
the greatest academic and social-emotional concerns (Cowan et al., 2013; VanDerHeyden 
& Burns, 2010).  
 When it comes to best practices in social-emotional health, the National 
Association of School Psychologists (NASP) suggests that schools facilitate prevention, 
identification, and treatment for social-emotional disorders and concerns in children and 
adolescents (Lazarus & Sulkowski, 2011). NASP recommends education on the 
symptoms and risk factors (for parents, educators, and students), as well as the promotion 
of an environment that prevents bullying and enforces clear rules and expectations 
(NASP, 2006). NASP also emphasizes home-school collaboration, having specific crisis 
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plans within the school, as well as utilizing trained mental health professionals in 
planning prevention, intervention, and training programs (Cash, 2004). 
 The NASP recommendations and the MTSS model have the potential to play a 
tremendously important role in helping school personnel meet the needs of students with 
social-emotional concerns. Its success is contingent upon many factors. One of these 
factors is that school personnel, particularly general education teachers, encompass the 
knowledge and skills necessary to implement the interventions developed for children in 
accordance with this model. The core mission of this model is to provide students with 
interventions and accommodations in the general education environment to the greatest 
extent possible, before resorting to “pull out” and other traditional special education 
services (e.g., full psychoeducational evaluation, self-contained special education 
classrooms, etc.; VanDerHeyden & Burns, 2010). 
 There is a substantial amount of literature focused on how schools, administrators, 
and general educators can best implement MTSS interventions, and therefore assist in 
providing effective interventions to students requiring academic and behavioral 
accommodations (Haager, Klingner, & Vaughn, 2007; VanDerHeyen & Burns, 2010). 
The implementation of positive behavioral interventions and supports (PBIS) has 
consistently been suggested as being helpful in promoting positive behavior and social-
emotional skills among children in schools. PBIS places a proactive focus on positive 
aspects of behavior and makes such behavior explicit through modeling and visual and 
verbal prompts (Eber, Sugai, Smith, & Scott, 2002). This suggests there is a positive 
trend in better preparing teachers for working with children with social-emotional 
concerns, and promotes a more inclusive educational environment.  
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 To reiterate, there are many barriers to be overcome to ensure children receive the 
social-emotional support they need from the schools. In addition to the stigmatization 
associated with social-emotional concerns, a further barrier to treatment may be a lack of 
support by administration or school personnel. Additional barriers to treatment include 
the obvious and widespread concerns of an overall lack of monetary resources and 
shortage of available staff members and their time. Also, limitations inherent to using the 
school as the site for service delivery (such as space limitations, confidentiality 
limitations, etc.), and a general feeling of insufficient training among mental health 
professionals and other school staff members impede the facilitation of services. A 
number of factors may contribute to this, including a feeling of insufficient training in 
graduate school, as well as feelings of burnout that may affect the mental health 
professional’s perceptions of their abilities or their actual abilities to provide these 
services (Suldo, Friedrich, & Michalowski, 2010). 
 Research on the number of children and adolescents who are believed to have 
social-emotional disorders compared to the numbers of those so diagnosed suggest that 
there is a significant under-identification of social-emotional concerns in children and 
adolescents (Forness et al., 2012). Just under 1% of all children and adolescents receive 
social-emotional interventions in school as a result of meeting the criteria for a serious 
emotional disability (Forness et al., 2012). Prevalence estimates of social-emotional 
concerns in children suggest that there are many more children dealing with social-
emotional concerns who have yet to be identified and supported (Forness et al., 2012).  
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Teachers and the Social-Emotional Concerns 
of Students 
 
 Research suggests teachers widely believe they should play a role when it comes 
to providing support to children with social-emotional concerns in their classrooms; 
however, they often report feeling they lack sufficient experience and training in order to 
provide adequate support for these children (Reinke et al., 2011). It should be noted that 
research in this area has consistently reported that this weaker area is not reflective of a 
lack of desire on the part of teachers to help children with social-emotional concerns. 
Many teachers have reported that they would most prefer to have additional professional 
development particularly in the area of classroom management and in managing student 
behavioral and social-emotional concerns (Coalition for Psychology in Schools and 
Education, 2006). Therefore, this weaker area can be attributed to reflect the lack of 
teacher access to such training and information.  
 Teachers are required to interact with and promote learning in their students who 
are experiencing social-emotional concerns on a daily basis. It should be emphasized that 
much of the implementation of tertiary school-based social-emotional services is assigned 
to professionals who have been specifically trained in mental health (i.e., the school 
psychologist, social worker, guidance counselor, etc.). General education teachers are, 
however, often expected to help impart emotional literacy, which places an emphasis on 
helping students learn pro-social ways of interacting, behaving, and dealing with 
emotions and interpersonal relationships. Additionally, teachers are often called on to 
implement classroom-level social-emotional interventions, as well as identify and refer 
children whom they believe may be struggling emotionally or behaviorally (Loades & 
Mastroyannopoulou, 2010). This is a tall order to ask of teachers in light of the other 
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demands they face in the classroom, and is particularly problematic when many teachers 
have reported that they have received no specific training on children’s social-emotional 
concerns in their teacher education programs (Loades & Mastroyannopoulou, 2010).  
 One recent research review examined 49 different quantitative school-based 
social-emotional studies that were either randomized trials or quasi-experiments 
conducted between January 1999 and September 2010 (Franklin, Kim, Ryan, Kelly, & 
Montgomery, 2012). Pertinent to each study was the examination of the effect sizes of 
each study, the level of MTSS intervention used in the study, as well as the stakeholders 
involved in each study’s implementation. Researchers identified that teachers were 
actively involved in over 40% of the evaluated interventions, and were the sole providers 
of the interventions in slightly over 18% of the studies. The authors noted that the large 
majority of these interventions were on the universal level (administered to all students) 
in the regular classroom (Franklin et al., 2012). The findings from this study highlight the 
prominent role teachers play in working with children with social-emotional concerns, 
and highlight the reality that they may often be the sole adult figure in charge of meeting 
the needs of certain students. 
 One study examining the recognition and identification of children’s social-
emotional disorders suggests that educators are able to most easily identify attention-
deficit hyperactivity disorder (ADHD)-related problem behavior or other behavioral 
difficulties such as symptoms of a disruptive behavioral disorder (DBD; Loades & 
Mastroyannopoulou, 2010). This literature indicated that teachers are less likely to 
identify and refer children with internalizing difficulties, such as anxiety, which may not 
be disruptive to the classroom. One study examined a sample of general classroom 
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teachers in the United Kingdom and found that they exhibited skill in recognizing the 
presence, even with differing amounts of severity, of social-emotional concerns in 
children depicted in different vignettes (Loades & Mastroyannopoulou, 2010). However, 
they noticed a discrepancy in the teachers’ tendency to express concern for children 
depicted as having what the researchers differentiated as severe internalized emotional 
needs versus externalize behavioral needs. It is hypothesized that this discrepancy is due 
to the difference in the expression of these disorders (Loades & Mastroyannopoulou, 
2010).  
Theoretical Framework and Emphasis 
on Teacher Wellness 
 
 The frequently reported belief many teachers have regarding the importance of 
their role in supporting children with social-emotional concerns directs researchers and 
teacher education programs toward an area requiring great improvement (Whitley et al., 
2012). It also provides an opportunity for the integration of principals that would lead to 
better preparing teachers for supporting these children. Gerald Caplan’s original mental 
health consultation model provides a theoretical foundation for the argument that direct 
care staff, including teachers, should receive education and support around social-
emotional needs of their own, in addition to those of their students (Erchul & Martens, 
2010; Caplan, Caplan, & Erchul; 1994). The guiding principals of this theory, particularly 
the idea that teachers must be supported with relevant knowledge and skills in order to be 
effective in meeting the needs of their students (Caplan, 1962), is pertinent to the 
challenges facing many early-career teachers today. The model’s focus on the prevention 
of and consultation surrounding social-emotional concerns (both individually and on a 
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systems-level) are also consistent with current school-based intervention models of which 
seek to address different levels of need (Caplan, 1964).  
 Caplan originally developed this theory while working as a child psychologist in 
Israel in 1949, when he was tasked to oversee the mental health needs of 16,000 
immigrant children located at a large number of residential institutions. After receiving 
over 1,000 referrals in the first year, it became clear that the traditional model of 
referral/diagnosis/psychotherapy of individual children was simply not possible, given 
the limited resources available (Caplan et al., 1994). To address this need, Caplan 
promoted an indirect service model, in which trained staff members met with the 
caregivers of referred children, instead of each child individually, in order to better 
understand the caregivers’ perceptions of the problem children. The ultimate goal of 
these meetings was to provide a sympathetic and objective discussion of the child’s 
problem and place a focus on improving the functioning of the caregivers through this 
consultation. Caplan argued that the mental health needs of more children would be able 
to be met by using this indirect service model, as it promote skills and perceptions that 
would allow the caregivers to better meet the needs of the many children they cared for 
(Caplan, Caplan, & Erchul, 1995). Caplan developed four different subtypes of mental 
health consultation which comprise the overall model: Client-Centered Case 
Consultation, Program-Centered Administrative Consultation, Consultee-Centered Case 
Consultation, and Consultee-Centered Administrative Consultation (Caplan, 1995).  
 For the purposes of this study, the focus is placed on Consultee-Centered 
Consultation, which seeks to address the consultee’s work difficulty. It operates under the 
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assumption that there are four major areas that may be causing the difficulty for the 
consultee: 
 (a) lack of understanding of the psychological factors in the case; (b) lack of skill 
or resources to deal with the problems involved; (c) lack of professional 
objectivity in handling the case; and (d) lack of confidence and self-esteem due to 
fatigue, illness, inexperience, youth or old age. (Caplan, 1995, p. 13) 
 
 For the purposes of utilization in the school setting, Caplanian mental health 
consultation has more recently been modified and promoted as mental health 
collaboration (Caplan et al., 1995). This modification has resulted in the removal two 
elements of the original Caplanian model--manipulation and theme interference--which 
are more psychoanalytic in nature and are not relevant to or practiced in the school 
setting. The guiding principles of mental health collaboration, particularly the idea that 
teachers must be supported with relevant knowledge and skills in order to be effective in 
meeting the needs of their students (Caplan, 1962), is particularly pertinent to the 
challenges facing many early-career teachers today. According to Gibson et al. (2013) the 
goal of school mental health consultation is for the consultant, who is often the school 
psychologist, “to enhance the teacher’s knowledge, skills, confidence, or objectivity so 
that the teacher can address a current problem, as well as similar problems that may arise 
in the future” (pp. 273, 2013).  
 The model’s overarching focus on the prevention of and consultation surrounding 
social-emotional concerns (both individually and on a systems-level) is also consistent 
with current school-based intervention models of which seek to address different levels of 
need (Caplan, 1964; VanDerHeyden & Burns, 2010). The mental health collaboration 
model allows for school psychologists and other consultants to address the lack of teacher 
training surrounding social-emotional needs and wellness. The present study seeks to 
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identify relevant knowledge and characteristics of teacher candidates that may impact 
their own resiliency and skills in working with students with social-emotional concerns. 
The goal is that such information will not only allow researchers to continue to build a 
stronger case for including content on social-emotional concerns and wellness in teacher 
education programs, but also that it will help provide school psychologists with insight 
that may better help them provide education and support to teachers regarding the social-
emotional needs of teachers, as well as those of their students. 
 According to Gibson et al. (2013) the goal of school mental health consultation is 
for the consultant, who is often the school psychologist, “to enhance the teacher’s 
knowledge, skills, confidence, or objectivity so that the teacher can address a current 
problem, as well as similar problems that may arise in the future” (p. 273, 2013). The 
model’s overarching focus on the prevention of and consultation surrounding social-
emotional concerns (both individually and on a systems-level) is also consistent with 
current school-based intervention models of which seek to address different levels of 
need (Caplan, 1964). The mental health consultation model allows for school 
psychologists and other consultants to address the lack of teacher training surrounding 
social-emotional needs and wellness. Mental health consultation involves three levels of 
intervention (primary, secondary, and tertiary), similar to the aforementioned multi-tiered 
stages of support (MTSS) model. In the present study, the mental health consultation 
model sets the stage for the addressing the social-emotional needs of teachers, as well as 
those of their students. As the literature on the strengths and needs of teachers regarding 
recognition of social-emotional concerns continues to grow, so should the examination of 
personal factors of teachers who are most prepared to meet the needs of these students. 
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 Research on teacher burnout and attrition has continued to suggest that as many as 
half of all teachers who enter the profession will leave within five years of entrance 
(Ingersoll & Smith, 2003). This is indicative that many new teachers do not encompass 
characteristics and skills that help them cope with the stressors of teaching, particularly as 
a new teacher. Some schools have begun offering programs for teachers aimed at 
providing them with skills to help them cope with job-related stressors. Student behavior, 
or rather, misbehavior, has long-been suggested as significantly related to burnout in 
teachers (Aloe et al., 2014). While researchers are cautious in going so far as identifying 
a causal relationship between student misbehavior and teacher burnout, the replication of 
such consistent relationships is impossible to ignore. What is also evident is that teachers 
do not feel confident in managing disruptive behaviors and the social-emotional concerns 
in their students. However, waiting to help teachers gain strategies in these areas until 
they are already feeling the pressures of stress and burnout may be too late. Just as 
prevention and early intervention has been emphasized for young children in education, it 
is possible that teacher candidates may, too, may benefit from learning strategies to 
strengthen their levels of classroom management and wellness and prevent burnout 
during their teacher education programs well before they reach the reality of having their 
own classrooms. 
 While educators have long-been implicated in discussions of the social-emotional 
concerns of children in the school setting, this also extends to the status of their own 
functioning, and the potential impacts their own social-emotional health has on students 
and the learning environment (Hamre & Pianta, 2004; Malmberg & Hagger, 2009; Roth 
et al., 2007). Over more than half a century ago, in 1958, the National Institute of Mental 
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Health provided a grant to the University of Texas that encompassed goals that 
emphasized training teachers who are “healthy and mature, mentally and emotionally, so 
that their effect on pupils will maximize good mental health” (Peck, Bown, & Veldman, 
1964, p. 319). 
 By placing a focus on the social-emotional health of educators, the researchers 
behind this study operated under the assumption that educators impart much more than 
content knowledge to their students. Thus, their behaviors and interactions with children 
are often just as influential as their expertise in content and pedagogy. Ultimately, Peck, 
et al., (1964) highlighted the importance of the assessment of personal characteristics in 
teacher candidates. Perhaps most influential to the field of school psychology, they 
promoted the importance of examining the potential role mental health professionals can 
play in supporting and consulting with teacher candidates and teachers (Peck et al., 
1964). 
 Currently, teacher education programs are not frequently addressing wellness 
factors in their teacher candidates. The closest construct to wellness that is being broadly 
assessed throughout teacher education programs is that of “dispositions.” Teacher 
education accrediting bodies such as NCATE/CAEP have mandated that teacher 
education programs evaluate their teacher candidates on their dispositions, which has 
been defined as, “the habits of professional action and moral commitments that underlie 
an educator’s performance” (Council of Chief State School Officers, 2011, p. 6). The 
argument has been made that the broad definition of such a construct makes it very 
difficult to measure (Kinderwater, 2013). In many cases, the instruments each teacher 
education program uses to measure dispositions among teacher candidates have often 
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been developed in accordance to the mandate and definition as each program sees fit. 
Thus, producing a varied and inconsistent picture of the personal characteristics of 
teacher candidates (Kinderwater, 2013).  
 The importance of wellness in teachers has more recently been emphasized in 
tandem with the emergence of positive psychology (Curry & O’Brien, 2012; Seligman & 
Csikszentmihalyi, 2000), which places a focus on the identification of interpersonal 
strengths and characteristics of wellness and resiliency that have the potential to serve as 
protective factors. While much of psychology has traditionally focused on pathology, or 
what is “wrong” with people, positive psychology emphasizes that there is an opportunity 
for psychology to do more to help people of more “normal” circumstances. That is, by 
only addressing those who are suffering, a great opportunity to help all individuals, 
including those who are high functioning, achieve their true potential is being missed by 
psychologists (Seligman & Csikszentmihalyi, 2000).  
 Whereas the traditional medical model of psychology focuses on mental illness, 
or the presence of a mental disorder, positive psychology is focused on wellness. The 
original definition of wellness proposed by the World Health Organization (WHO) in 
1948 stated, “Health is a state of complete physical, mental, and social well-being and not 
merely the absence of disease or infirmity” (Official Records of the World Health 
Organization, 1948, p.100). This definition has not been amended by WHO in the years 
since it was first defined.  
 Many different models of wellness have been proposed over the years. Some of 
these models view wellness as a number of lower-order factors comprising one higher-
order wellness factor (Myers, Sweeney, & Witmer, 2000). Upon further research and 
  
40
analysis, even some of these same researchers argued that evidence suggests wellness 
may be better described as one holistic construct (Myers & Sweeney, 2004), thus 
referencing and aligning with Alfred Adler’s original theory on the indivisibility of the 
self, or holism. The vast majority of models that support the idea that wellness is 
comprised of a number of factors argue for a wellness structure that includes social, 
emotional, physical, intellectual, and spiritual constructs (Myers et al., 2000). 
Psychological wellness has been proposed as an additional factor in one particular model 
(Adams et al., 1997), but is often grouped in with emotional wellness due to the similarity 
and overlap of the constructs (Harari, Waehler, & Rogers, 2005). Wellness in individuals 
of all ages has long-been believed to promote positive outcomes, even in the face of 
negative circumstances and events (Cowen & Work, 1988). In the pursuit of teacher 
preparation programs and school districts to identify the characteristics that will make the 
best and brightest teachers, wellness is a worthwhile area of concentration in teacher 
education. 
Mental Health Literacy 
 As mentioned previously, the social-emotional concerns of children have been of 
interest to individuals working in the schools for decades. Addressing the skills of 
teachers regarding how they work with these students has often been discussed, but little 
has been done in terms of policy change to ensure teachers receive specific training 
regarding the social-emotional concerns of children in their already extremely busy 
teacher education programs (Freeman et al., 2013). When it has been discussed, the 
relationship between teachers and the social-emotional concerns of children has often 
been examined through methods that seek to determine how accurate teachers are at 
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identifying and classifying such concerns in students. There is a major problem with this 
model of assessing teacher skill in relation to the social-emotional concerns of students. It 
fails to recognize that teachers should neither be expected to encompass social-emotional 
diagnostic skills on par with those of a mental health clinician, nor would the ability to 
classifying a student as someone with a social-emotional need indicate that the teacher is 
capable and willing to provide the student with extra social-emotional support.  
 Perhaps a more holistic way of assessing teacher knowledge and skill in the area 
of working with children with social-emotional concerns is through the construct of 
mental health literacy. A subcategory of the more general concept of health literacy, 
mental health literacy has emerged as a potential contributor to the identification and 
alleviation of mental health concerns. Anthony F. Jorm, of Australia, and his colleagues 
coined this term in the mid-1990s after coming to the realization that there was very little 
in the way of research and action regarding knowledge and beliefs the general Australian 
public held of mental disorders. Much of the focus of training in mental health up to that 
point had been centered on physicians and mental health professionals. Jorm and his 
colleagues believed that education targeted at the general public around knowledge and 
beliefs of mental health literacy would result in greater numbers of individuals receiving 
mental health treatment, just as it has with physical health concerns. Therefore, Jorm and 
his colleagues defined mental health literacy as “knowledge and beliefs about mental 
disorders which aid their recognition, management or prevention” (Jorm et al., 1997, 
p.182). Jorm (2012) emphasized that mental health literacy has several components that 
must be present, including:  
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a) The ability to recognize specific disorders or different types of psychological 
distress; b) knowledge & beliefs about risk factors & causes; c) knowledge & 
beliefs about self-help interventions; d) knowledge & beliefs about professional 
help available; e) attitudes which facilitate recognition & appropriate help 
seeking; and f) knowledge of how to seek mental health information. (p. 396)  
 
The theory behind this construct assumes that knowledge of mental disorders, risk 
factors, and information regarding access to treatment enhances awareness of social-
emotional concerns and leads to better outcomes in regards to the provisions of social-
emotional supports for those in need (Jorm, 2012). Jorm (2012) highlights an important 
distinction in his definition of the construct and the theory behind it that is akin to the 
importance of mental health professionals providing a treatment plan when providing a 
diagnosis. While knowledge of mental health disorders is essential in the definition of 
mental health literacy, it is not enough in and of itself. Rather, this knowledge must be 
linked to action that will result in the alleviation of mental health symptoms in either 
oneself or others (Jorm, 2012). One of the most important factors preventing individuals 
from obtaining professional help is the lack of recognition that the individual has such a 
disorder; however, the identification of social-emotional concerns may actually only lead 
to stigma and a potentially damaging label if not followed up with appropriate action and 
help-seeking (Jorm, 2012). 
 Mental health literacy is relatively young in its emergence as a meaningful 
construct among different fields, and particularly in relation to education. Australia, New 
Zealand, and Canada appear to have taken the lead in conducting research on this 
construct in recent years, as evidenced by studies that have examined mental health 
literacy in members of the public, as well as in sub-populations, such as adolescents and 
undergraduates (Furnham, Cook, Martin, & Batey, 2011; Jorm, Blewitt, Griffiths, 
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Kichener, & Parslo, 2005; Marie, Forsyth, & Miles, 2004). Results from such studies 
have suggested that the general public across many different countries consistently 
possesses alarmingly low levels of mental health literacy, which has subsequently led to 
efforts to raise awareness of social-emotional disorders and overall mental health literacy, 
in order to help greater numbers of people receive help with these needs. Efforts in the 
aforementioned countries have particularly been aimed at increasing the mental health 
literacy of children and youth, as well as in adults who work with children and youth, 
with the goal of both reducing the stigma of mental illness and increasing the utilization 
of mental health services.  
 The United States has begun to recognize the importance of promoting mental 
health literacy in the general public, and in recent years has seen a large increase in the 
implementation of mental health first aid programs, including such programs and 
supports in the schools (The White House, 2013). Such programs have specifically been 
designed for adults as well as children and youth, in order to better help interested 
individuals provide support and seek help for individuals facing mental health challenges 
(Mendenhall, Frauenholtz, & Conrad-Hiebner, 2014). Community surveys distributed 
throughout the United States between the mid-1990’s and the mid-2000’s suggested that 
the general public’s opinion of mental health professionals and treatment significantly 
improved over this period, and this trend is likely to continue. (Mojtabai, 2007; 
Pescosolido et al., 2010). However, there is still very little research that has explored the 
mental health literacy of the general public in the United States, and none that has 
focused on teachers or teacher candidates. 
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 One argument in support of the importance of measuring and imparting mental 
health literacy in educators has been based on the tremendous influence teachers have on 
the children they teach. Research overwhelmingly acknowledges that teachers should not 
bear as great responsibility as mental health interventionists, as this is not their role 
(Whitley et al., 2012). However, the links between academic and psychosocial 
development in children are impossible to ignore.  
 Our understanding of teachers and their knowledge of mental health literacy is 
still very preliminary. One small study examined this construct in teachers in rural South 
India, using a measure that was created specifically for the study. Their findings were 
consistent with findings in other countries that had examined this knowledge in the 
general public; thus, suggesting that mental health literacy in teachers was limited among 
the teachers sampled in the study, and is not significantly different from the mental health 
literacy among the general public. Misconceptions by the respondents included a large 
majority (74.51%) reporting that mental illnesses are “very rare.” Approximately 75% of 
respondents also failed to recognize symptoms of depression. Encouragingly, younger 
respondents scored higher than older respondents, although this difference was not 
significant (Mendonsa & Shihabuddeen, 2013). However, this trend may suggest a 
younger generation of teachers is coming of age in a world where mental health stigma is 
decreasing, and awareness of mental health disorders is increasing. 
 Much is known about the types of social-emotional concerns educators are most 
likely to recognize in their students and subsequently refer for help (Loades & 
Mastroyannopoulou, 2010). Mainly, that externalizing social-emotional concerns are 
more likely to result in a referral, often due to the sheer disruptive nature of these 
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concerns, as mentioned previously. This leaves out an entire group of children with 
internalizing social-emotional concerns, who may be struggling just as significantly, but 
do not disrupt the classroom in a visible way. While information on how teachers identify 
children with social-emotional concerns is helpful, it does not provide insight into the 
ways teachers actually work with these children. As Jorm (2012) has emphasized, the 
identification and subsequent labeling of a disorder is really only helpful if it results in 
action. The sheer identification and labeling of mental health concerns can even result in 
stigmatization, which is often a barrier for individuals who would otherwise seek 
treatment, or have treatment sought on behalf of them. 
Summary and Implications 
 Given what is known regarding the prevalence of social-emotional concerns in 
children, the historical and current context of legislation which mandates supports for all 
students in the general classroom, and the growing need for general education classroom 
teachers to become active participants in addressing their student’s social-emotional 
concerns, there is a need to examine the knowledge and characteristics teacher candidates 
bring to the table as it concerns their readiness to meet the needs of such students. This is 
particularly important when considering the disadvantage teacher candidates may find 
themselves at when it comes to working with children with these concerns. First, they 
may have received little to no formal training in classroom management and social-
emotional topics in their teacher preparation programs. Second, teacher candidates may 
not have received the exposure to professional development (whether through their 
school, district, or some form of professional learning community), often used to 
supplement deficits in teacher preparation, that is specifically focused on classroom 
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management and social-emotional concerns of children or their own personal wellness. 
Finally, the sheer nature of their status as teacher candidates with very limited experience 
means that they likely have not had as much practical exposure to these concerns. Each of 
these factors leaves teacher candidates in a position where they may have very limited 
strategies for working with children with social-emotional concerns and in managing 
their own personal wellness. 
 With current policies in public education requiring classroom teachers to become 
more involved in social-emotional concerns in their students, it has become even more 
important for teachers to feel confident in their own abilities to meet the needs of these 
students. With a greater understanding of teacher candidates’ perceptions of their 
wellness, behavioral management and mental health literacy, hopefully comes 
information that may serve to inform teacher preparation programs, and/or identify 
teacher candidate characteristics and perceptions that would be worth examining during 
their teacher preparation programs. Similarly, it may serve to inform school psychologists 
in the development of training and consultation to teachers in this area. Ultimately, this 
research may have implications that lead to better-prepared teacher candidates and fewer 
burned out teachers. Additionally, it may also address and meet the social-emotional 
concerns of the growing number of children who require support in this area in order to 
be successful in school. 
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CHAPTER III 
METHODOLOGY 
 The current chapter examines operational definitions of constructs to be 
measured, information regarding participants, data collection procedures, the instruments 
and materials selected for data collection and details related to the development of each. 
Additionally, this section will include the research questions and hypotheses tested. The 
current study uses a longitudinal trend design, and has an overarching two-fold purpose: 
(a) examine self-perceptions of behavior management in teacher candidates, and its 
potential relationship to self-perceptions of wellness and mental health literacy; (b) 
examine the construct and convergent validity of the Journey to Success Wellness Scale 
(JSS-WS), a recently developed measure of psychological wellness, and its 
appropriateness for use with teacher candidates, as compared to the Perceived Wellness 
Scale (PWS). 
Participants 
 Participants in this study included a convenience sample of graduate and 
undergraduate teacher candidates enrolled in a mid-size public university in the Rocky 
Mountain region. Participants were enrolled in the following teacher education programs: 
Elementary, Early Childhood Education, Secondary, K-12 (Art, Music, and P.E.), and 
Special Education. Participants were undergraduate and graduate students who have 
completed much of their preparation in content and methods areas, and were beginning 
their student teaching experiences. All students were in the process of completing initial 
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licensure degrees, which means that they likely had limited experience in the classroom 
setting, outside of practicum experience. Over 61% of participants reported being in their 
first semester of practicum experience, with 35% reporting being in their second 
practicum experience. One cohort of participants was surveyed in the fall semester of 
2015, and another cohort was surveyed in the spring semester of 2016. The majority of 
participants (76.5%) completed the surveys either during the months of August or 
September (for the fall 2015 cohort) or during January or February (for the spring 2016 
cohort). This reveals that three-fourths of participants had been enrolled in their current 
practicum courses for six weeks or less at the time they completed the surveys, indicating 
that participants had, in many cases, very limited classroom experience at the time of data 
collection. Participant data were collected via a survey that includes questions from a 
number of scales, described in greater detail below. They were also asked to complete a 
demographic questionnaire. Additionally, each person who completed the study was 
given the option to enter into a drawing with an opportunity to win one of two $25 gift 
cards to Amazon.com. Given the number of variables, a power analysis conducted prior 
to the data collected suggested that a sample size of at least 118 participants was needed, 
in order to ensure a power of at least .80, as seen in Appendix J. The four surveys were 
completed by 118 participants. Each was either a senior-level undergraduate or a 
graduate student, all of whom were enrolled in student teaching for their teacher 
preparation programs. Table 1 describes the participant demographics. Undergraduate 
students comprised 74% of the participants, and graduate students comprised 26% of the 
participants. The mean age of participants was 24 years old (SD = 5.88), with the 
youngest being 20 years old and the oldest 49 years old. The sample was comprised of 
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86% of participants who identified as female, and 14% of participants who identified as 
male.  
Expansion of Study Participants 
 Although 152 students began the survey, only 118 participants completed each 
item, resulting in an overall dropout rate of 29%. It should be noted that the completion 
rate for participants who completed the paper/pencil version of the survey, as opposed to 
the online survey, was 100%. Because a large majority of online survey participants 
discontinued the survey before completing a number of the survey items, many responses 
were not used in the final data analysis. A potentially high dropout rate was an 
acknowledged risk going into the data collection process, due to the length of the survey. 
However, it was determined that shortening the survey would not be in the best interest of 
the goal of the research project and the research questions posed. Therefore, when early 
participant numbers were not sufficient to run an adequate power analysis, the participant 
pool was expanded from undergraduate students to include graduate students as well, 
because they have similar experiences in spite of their higher education level. The 
expansion of the study allowed the sample size to ensure a strong power analysis, while 
also maintaining the integrity of the study by still including teacher candidates.  
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Table 1 
 
Participant Demographics 
Demographic Variable N % 
Gender    
 Male   17 14.4 
 Female  101 85.6 
 Total  118 100 
Age    
 20-29  104 88.1 
 30-39  8 6.8 
 40 and over  6 5.1 
 Total  118 100 
Program    
 Elementary  60 50.8 
 Special Education  14 11.9 
 Early Childhood Education  5 4.2 
 Secondary  22 18.6 
 K-12 (Art, Music, PE)  17 14.4 
 Total  118 100 
Level of Study    
 Undergraduate  87 73.7 
 Graduate  31 26.2 
 Total  118 100 
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Table 1 (continued) 
Demographic Variable N % 
Race/Ethnicity    
 African American  0 0 
 American Indian  3 2.5 
 Asian American  3 2.5 
 Hispanic/Latino  12 10.2 
 Middle Eastern  0 0 
 White  97 82.2 
 Other  3 2.5 
 Total  118 100 
Number of Practicums Enrolled In 
 1 Practicum  73 61.9 
 2 Practicums  42 35.6 
 3 Practicums  3 2.5 
 Total  118 100 
 
 
Instrumentation 
Perceived Wellness Survey (PWS) 
 The Perceived Wellness Survey (PWS) consists of 36 items and seeks to measure 
overall perceived wellness (Adams et al., 1997). An original definition of wellness by the 
World Health Organization (WHO) in 1948 stated, “health is a state of complete 
physical, mental, and social well-being and not merely the absence of disease or 
infirmity” (p.100). Wellness has been examined as both a unidimensional and 
multidimensional construct, and the authors of the PWS developed the measure with a 
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multidimensional systems theory in mind; that is, the functioning of one sub-construct is 
dependent upon the functioning of the other sub-constructs. The PWS is comprised of six 
subcategories of wellness: physical, social, emotional, intellectual, psychological, and 
spiritual (Adams et al., 1997) and focuses on the construct of perceived wellness. The 
authors cited research that indicates the influence that perceptions of wellness have over 
actual wellness (Adams et al., 1997). They emphasized research that suggests that, even 
after controlling for confounding variables, perceptions of wellness validly predict future 
outcomes (Adams et al., 1997).  
 The PWS has been translated in different languages and used previously with a 
variety of populations, including college students (Adams et al., 1997; Rothmann & 
Ekkerd, 2007). The normative sample of 558 individuals included employees from three 
corporate organizations in Austin, Texas and College Station, Pennsylvania, as well as 
undergraduate students from a health education class at the University of Texas at Austin. 
Participants were all over the age of 18, with a mean age of 36.8 years. All participants 
were between the ages of 18 and 62, with the mean age of participants being 29 years old. 
Of those participants, 73.3% were Caucasian, 9.5% were Latino/Hispanic, 8.2% were 
Asian, 6.3% were African-American, and 2.7% were of another racial/ethnic background. 
52.2% of participants were female and 47.8% of participants were male.  
 Construct validity of the PWS was examined using the normative samples, as 
described above (Adams, Bezner, Garner, & Woodruff, 1998). The authors compared the 
overall scores of the PWS with the total score produced by summing the scores of the 
other measures that included constructs such as functional health, physical well-being, 
principle centered living, sense of coherence, and life control. In all but three analyses 
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(out of 30 total), there were significant differences between the highest and lowest 
perceived wellness groups on both the independent measures and the PWS. The initial 
study of the PWS with four different samples estimated the internal consistency to be 
between .88 and .93 (Adams et al., 1997). Since the original validation study, the PWS 
has been used in a wide variety of populations, from college students to older adults 
(Foster & Levitov, 2012; Milroy, Orsini, D’Abundo, & Sidman, 2013).  
 The PWS utilizes a six-point Likert scale response format, which asks 
respondents to select the degree to which they agree or disagree with each question. 
Options range from Strongly agree (6 points) to Strongly disagree (1 point), with specific 
instructions by the authors to leave the other number options without descriptors. Scores 
will fall within a range of 36-216, with higher scores indicating greater wellness. 
The Journey to Success Wellness 
Scale (JSS-WS) 
 
 The Journey to Success Wellness Scale (JSS-WS; Copeland, Nelson, & Bardos, 
2015) is an 80-item self-report inventory comprised of 10 dimensions that operationalize 
psychological wellness dimensions in young adults. The measure was developed 
according to tenets of positive psychology and resilience theory and utilizes a four-point 
Likert scale response format, and allows respondents to select from the following 
options: Strongly disagree/Not at all like me (1 point); Disagree/Unlike me (2 points); 
Agree/Like Me (3 points); Strongly Agree/Very much like me (4 points). It is an 
extension of the Children’s and Adolescents Wellness Scale (CAWS), originally 
developed by Copeland and Nelson (2004). Because of the developmental similarities 
between adolescents and young adults, particularly theory that suggests an “emerging 
adulthood” period from age 18 to the mid-late 20’s, it stands to reason that the JSS-WS 
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may be appropriate for young adult populations, such as teacher candidates (Arnett, 
2014). The JSS-WS is comprised of 10 subscales, each of which will be briefly defined 
below due to the factor exploratory nature of this component of the study. 
 Adaptability requires individuals to flex with and accept change or difficult 
situations. It has been suggested to positively influence happiness in adults and has also 
been associated with resilient coping reactions to stress (Diener, Lucas, & Scollon, 2006; 
Somerfield & McCrae, 2000).  
 Connectedness involves the ability to develop interpersonal relationships, and it 
has been suggested to lead to positive outcomes for young adults (McNeely, 
Nonnemaker, & Blum, 2002). 
 Conscientiousness demands that one accepts responsibility for one’s actions. 
Longitudinal data has indicated that conscientiousness from an early age is predictive of 
longevity in adults (Friedman et al., 1995; Schwartz et al, 1995). 
 Emotional self-regulation involves the ability to control the expression of one’s 
emotions. While linked to many aspects of individual functioning, it has been strongly 
associated as a contributor to social competence, whereas deficits in emotional self-
regulation have been linked to substance abuse and externalizing problem behaviors 
(Eisenberg, Spinrad, & Morris, 2002).  
 Empathy involves achieving an affective state that is very similar to that of 
another person’s. It is tied to altruistic behavior and responding to the behavior of others 
in a prosocial way (Batson, Ahmad, Lishner, & Tsang, 2002).  
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 Initiative requires an individual to direct motivation and goal-directed behavior 
from within. Such behavior is indicative of positive outcomes such as engagement, 
motivation, and self-determination (Ryan & Deci, 2000). 
 Mindfulness requires one to remain aware of one’s internal states. It has been 
identified as being an essential component to emotional intelligence (Goleman, 1995), as 
well as strongly associated with stress reduction and improvement in individuals with 
certain mental health symptoms, such as anxiety and depression (Barlow & Craske, 2000; 
Teasdale et al., 2000). 
 Optimism encompasses hope and a positive outlook regarding the future. It has 
been linked to a variety of positive outcomes, such as physical health, positive mood, and 
perseverance (Peterson, 2000). 
 Social competence involves being able to navigate interpersonal relationships 
through the use of affective, cognitive, and behavioral abilities. It is heavily implicated in 
social-emotional learning (SEL) and is linked to success in interpersonal relationships 
(Topping, Bremner, & Holmes, 2000). 
 In the original pilot study, the CAWS/JSS-WS was used to assess psychological 
wellness in a sample of 281 students in sixth through twelfth grades (Copeland & Nelson, 
2004). Internal consistencies for the CAWS/JSS-WS ranged from .77 to .86 in this study 
(Copeland & Nelson, 2004). Based on this study, the authors also reported that the 
CAWS/JSS-WS encompassed predictive validity that relates to positive psychological 
constructs such as life satisfaction and happiness and school engagement (Copeland & 
Nelson, 2004). While originally consisting of over 100 questions, the CAWS/JSS-WS 
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was eventually shortened to 80 items, based on the authors’ reliability analysis and 
inclusion of 10 of the strongest items in each construct. 
 Higher wellness scores have been moderately linked to higher achievement scores 
and other positive outcomes in children and adolescents, which has only fueled the push 
for the development of social-emotional learning curriculum in the regular classroom. For 
the purposes of the present research study, it is worth investigating the potential link 
between wellness (as defined by JSS-WS and the PWS) and scores on behavior 
management and mental health literacy. Such a link would further reinforce the notion 
that healthy teacher candidates are most likely to encompass skill not only in their 
teaching, but also in their competencies regarding working with children with social-
emotional needs and in providing them with social-emotional support. Thus leading to 
the recommendation to teacher training programs that self-care in terms of SEL is a 
“must-have” component in a teacher’s training. The purpose of using the JSS-WS in this 
study is to examine its construct and convergent validity, as compared to the PWS, and 
determine its appropriateness for use with young adult teacher candidate populations. 
Possible scores range from 80-320, with higher scores indicating higher psychological 
wellness. 
Behavior and Instructional 
Management Scale 
(BIMS) 
 
 The Behavior and Instructional Management Scale (BIMS) is a 24-item self-
report measure that seeks to examine teachers’ approaches to instructional and behavioral 
management. The measure will be used to assess behavior management only, using the 
12 items that examine behavior management. The authors of the BIMS describe behavior 
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management as similar to discipline, but different in that it “includes pre-planned efforts 
to prevent misbehavior as well as the teacher’s response to it” (Martin & Sass, 2010, p. 
1126). 
 The BIMS was developed using a normative sample of 550 licensed teachers from 
the southwest region of the United States. Age ranges of participants were 23-66 with an 
average age of 41.82 years, with 81.6% of the sample identifying as female. 
Approximately 61.4% of the sample identified as Caucasian, with 31.6% identifying as 
Latino/Hispanic, 3.3% identifying as African-American, .9% identifying as Native 
American and 1.8% identifying as biracial. Participants reported being licensed in 
elementary (55.3%), secondary (43.6%), and all-level settings (1.1%).  
 Because the present study sought to specifically examine behavior management, 
only the 12-item Behavior Management original sub-scale items of the BIMS was used. 
Reliability analysis on the Behavior Management sub-scale produced a coefficient of 
.774. The BIMS Behavior Management Scale utilizes a six-point Likert scale response 
format, which asks respondents to select the response that best describes what they do in 
the classroom ranging from: Strongly agree (6 points); Agree (5 points); Slightly agree (4 
points); Slightly disagree (3 points); Disagree (2 points); Strongly disagree (1 point). 
Scores will fall within a range of 12-71, with higher scores indicating greater skill in 
behavior management. 
The Mental Health Literacy 
Questionnaire (MHLQT) 
 
 A subcategory of health literacy, mental health literacy has emerged as a potential 
factor in the identification and alleviation of mental health concerns. The theory behind 
this construct assumes that knowledge of mental disorders, risk factors, and information 
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regarding access to treatment enhances awareness of mental health needs, which in turn 
lead to better outcomes in regards to the provisions of mental health services for those in 
need (Jorm, 1997). A conceptual definition for mental health literacy is, "knowledge and 
beliefs about mental disorders which aid their recognition, management, or prevention 
(Jorm, 1997, p.182).” Mental health literacy consists of several components, including: 
“a) the ability to recognize specific disorders or different types of psychological distress; 
b) knowledge and beliefs about risk factors and causes; c) knowledge and beliefs about 
self-help interventions; d) knowledge and beliefs about professional help available; e) 
attitudes which facilitate recognition & appropriate help-seeking; f) knowledge of how to 
seek mental health information" (Jorm, 2000, p. 396).  
 The current study sought to measure the construct of mental health literacy with 
the Mental Health Literacy Questionnaire for Teachers (MHLQT), which was adapted 
from the Mental Health Literacy Questionnaire (MHLQ) for Providers and Caregivers 
(Revised) by the Louis de la Parte Florida Mental Health Institute, University of South 
Florida (Davis et al., 2008). The measure is a 15-item self-report questionnaire, and was 
selected for use for this study because the original questions were developed for use with 
caregivers in the United States, which is a role that has much overlap with that of a 
teacher candidate. The MHLQT is the only known and accessible mental health literacy 
measure designed specifically for use with teacher candidates or practicing teachers in the 
United States, at this point in time.  
  
59
Construction of the Mental Health 
Literacy Questionnaire and 
Mental Health Literacy 
Questionnaire for 
Teachers (MHLQT) 
 
 For the development of the MHLQ, Davis et al. (2008) recruited 175 caregivers 
and services providers of children who were receiving mental health services in a county 
in Florida, both in a 2007 study and again in 2008. Each respondent was either providing 
care or services for a child or youth between the ages of 0-21 who had been diagnosed 
with a social emotional disability, either using the behavioral/educational criteria through 
their school system or through a community psychologist according to the DSM-IV-TR 
(APA, 2000). The measure was originally developed to include 39 questions. Davis et al. 
(2008) recommended shortening the measure to 15 questions, based on reliability 
analysis of the items. The language of the MHLQ has been slightly altered to reflect the 
student-teacher relationship. For example, an original MHLQ item reading “The mental, 
emotional, and/or behavioral problems in my child/children can be successfully treated” 
was changed for the MHLQT to read, “The mental, emotional, and/or behavioral 
problems in my students can be successfully treated.” Items were not altered for content. 
The MHLQT consists of 15 questions with a Likert response scale of 1 to 5, with 1 being 
“agree strongly” and 5 being “disagree strongly.” Examples of questions include, “The 
mental, emotional, and/or behavioral problems in my students can be successfully 
treated,” and “I am able to decide when I need to get extra help when working with a 
student with emotional/behavioral concerns.” Davis et al. (2008) used principal 
component analysis to identify the following three main factors in the measure, with their 
respective Cronbach’s alphas: Knowledge and Competency (.88), Belief in Family 
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Agency (.73), and Belief in Control (.64) The total participant score for the measure was 
summed from the participants response, with a response range of 15-75. Higher scores 
indicate greater knowledge in mental health literacy. 
Demographic Questionnaire 
 Participants were also asked to complete a demographic questionnaire that 
consisted of basic questions that inquire about the background and current status of the 
participants, including age, gender, ethnicity, program of study, and year in program. 
Additionally, questions related to participants’ experiences in seeking professional help 
were included. Participants were asked to note whether they have personally experienced 
a social-emotional concern for which they considered seeking or did seek professional 
help. They were also asked if they have had a close friend or family member with such an 
experience. Each of these was scored in a 1 (No) or (Yes) format. 
Procedure 
 Prior to the beginning of the study, a proposal for review and approval was 
submitted to and accepted by the University of Northern Colorado (UNC) Institutional 
Review Board (IRB). Permission to distribute questionnaires to students in the Teacher 
Education programs at UNC was received by the Dean and Assistant Dean of the UNC 
College of Education and Behavioral Sciences. Written permission to use each 
questionnaire for the purposes of this study was also obtained by the author of each 
measure. Upon IRB approval, the Elementary, Secondary, K-12 (Art, Music, PE), Early 
Childhood Education, and Special Education program chairs were contacted requesting 
their students’ participation in the study. Students who are unable to be recruited in 
person were contacted via email.  
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 The questionnaire was distributed to teacher candidates either in person by the 
researcher or electronically through email via a Qualtrics (Qualtrics, Provo, UT) link. The 
purpose of delivering surveys in both methods was to try to obtain the highest response 
rate possible and to capture the perceptions of students who may not consistently be on 
campus, as they were in student teaching placements. Participants were asked to read a 
brief introduction to the study and complete an informed consent form. Participants also 
received a packet containing the Perceived Wellness Scale (PWS), the Behavior and 
Instructional Management Scale (BIMS) People Management items, the Journey to 
Success Wellness Scale (JSS-WS), and the Mental Health Literacy Questionnaire for 
Teachers (MHLQT). Participants were asked not to provide their name on the survey 
packet, and were assigned numeric identifiers. A demographic form comprised the last 
page of their packet, which they were asked to voluntarily complete. All demographic 
information was kept confidential, and was only labeled with a numeric identifier. Once 
participants were finished with the survey packet or chose to discontinue the study, they 
were given a debrief form. For those who completed the survey electronically, each form 
was presented to them sequentially within the Qualtrics link they received. It was 
estimated that the survey would take approximately 20 minutes for participants to 
complete, and it most cases it took even less time. 
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CHAPTER IV 
RESULTS 
 This study was designed to explore characteristics of teacher candidates, 
specifically those characteristics related to their personal wellness, knowledge of mental 
health literacy, and perceptions of their student behavior management competency. These 
results can be used to improve the preparation of teacher candidates in these areas, as 
well as other factors which may predict how teacher candidates may respond to students 
in their classrooms, particularly students with social-emotional needs. In this chapter, a 
discussion of the results includes a description of the sample participants, the research 
questions, and the data analysis.  
For this study, four previously developed surveys were used that explored: 
perceptions of personal wellness, mental health literacy, and behavior management. Two 
of the surveys were used to examine personal wellness: the Perceived Wellness Scale 
(PWS; Adams et al., 1997) and the Journey to Success Wellness Scale (JSS-WS; 
Copeland et al., 2015). Additionally, one survey, previously used with teachers was 
utilized to examine behavior management, the Behavior and Instructional Management 
Scale (BIMS; Martin & Sass, 2010). The last survey sought to investigate mental health 
literacy and for the purposes of this study has been renamed the Mental Health Literacy 
Questionnaire for Teachers (MHLQT), from its original title of the Mental Health 
Literacy Questionnaire (MHLQ; Davis et al., 2008). The language was 
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slightly adapted for this survey in order to make it relevant for use with teacher 
candidates. 
Research Questions and Analyses 
 The following findings of the study are organized according to the specific 
research questions and hypotheses. As outlined in Chapter III, data analysis first included 
examination of descriptive statistics. The psychometric properties of each scale were 
evaluated individually, including reliability (Cronbach’s alpha) and exploratory factor 
analysis of each scale. Then, each research question was addressed separately through the 
use of Pearsons Product Moment Correlation, multiple regression, and ANOVA, 
respectively. All analyses were conducted using SPSS (v16). 
Descriptive Statistics of the Journey 
to Success Wellness Scale (JSS-WS) 
 
 As discussed in Chapter III, the Journey to Success Wellness Scale (JSS-WS) 
utilizes a four-point Likert scale response format, and allows respondents to select from 
the following options: Strongly disagree/Not at all like me (1 points); Disagree/Unlike me 
(2 points); Agree/Like Me (3 points); Strongly Agree/Very much like me (4 points). 
Descriptive statistics of the JSS-WS items were examined and are described in Table 2. 
The mean individual response score was 3.32 with a standard deviation of 0.62. This 
score was produced after accounting for reverse scoring of certain items throughout the 
measure. Possible score totals on the JSS-WS ranged from 80-320. The mean total score 
in this study was 265.87, with a standard deviation of 23.33, and a mean individual item 
score of 1.67 and a standard deviation of 0.11. Higher scores describe greater perceptions 
of personal wellness. The distribution of the overall responses are depicted in Figure 1. 
Of the total 9940 individual item responses, only 2% of the responses indicated that the 
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wellness behaviors described were “not at all” like the teacher candidates, or that they 
strongly disagreed that they engaged in or believed in the wellness behaviors/beliefs. 
Additionally, 9% of responses indicated that the wellness behaviors described were 
“unlike” the teacher candidates or that they disagreed that they engaged in or believed the 
wellness behaviors/beliefs described. The percentage of respondents reporting that it was 
“like” them to engage in or agree with the wellness behaviors or beliefs described was 
45%, while the percentage of teacher candidates reporting that is was “very much like” 
them to engage in or belief in the wellness behaviors or beliefs was 45%.  
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Table 2 
 
Descriptive Statistics of the Journey to Success Wellness Scale (JSS-WS) 
Item M SD 
1. I am open-minded. 3.53 .57 
2. I belong. 3.28 .69 
3. I blame other people for my problems. (R) 3.42 .57 
4. I can stop myself when I am going to say something I 
will regret. 3.00 .78 
5. All people have value. 3.77 .56 
6. I am not engaged in life. (R) 3.53 .64 
7. I know what I am good and not good at. 3.27 .56 
8. My problems seem to be never ending. (R)  3.14 .77 
9. I give up easily on difficult tasks. (R) 3.34 .68 
10. I am respectful of others. 3.71 .45 
11. After an event, I typically find ways to do better. 3.43 .56 
12. I am cared for and loved. 3.64 .66 
13. I care about my health. 3.62 .51 
14. After leaving a heated argument, I can return and talk 
to the person I am mad at. 3.30 .64 
15. I am grateful for what I have. 3.69 .53 
16. I know what I want and how to get it. 3.10 .80 
17. I sense what to do next. 3.08 .66 
18. I often feel hopeless. (R) 3.19 .77 
19. Sometimes it helps to have another’s opinion. 3.54 .50 
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Table 2 (continued) 
Item M SD 
20. I often sense what others are feeling. 3.22 .67 
21. If I can’t do something one-way, I’ll do it another way. 3.31 .55 
22. I feel like I belong at school. 3.08 .89 
23 I am dependable. 3.58 .54 
24 I can remove myself from a frustrating situation. 3.22 .56 
25.  I enjoy differences in people. 3.59 .53 
26  I am not afraid to take a risk when it comes to starting 
a project. 3.19 .72 
27. I have learned a great deal from past experiences. 3.73 .47 
28. I keep on trying, as I know I will get there. 3.53 .58 
29. I take pride in my accomplishments. 3.60 .57 
30. Listening is a very important skill.  3.84 .37 
31. It’s important to be flexible.  3.76 .43 
32. I do not get support from friends and the community. 
(R) 3.42 .79 
33. I exercise regularly. 2.78 .87 
34. I value feedback from people about how I handle 
different tense situations. 3.28 .63 
35. I can see things through other peoples’ eyes.  3.21 .61 
36. I set challenging goals.  3.39 .60 
37. I know what I am feeling at the moment.  3.24 .72 
38. I often think life is meaningless. (R) 3.56 .71 
39. Learning new things is fun. 3.68 .50 
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Table 2 (continued) 
Item M SD 
40. I enjoy participating in activities with others. 3.47 .59 
41. I am prepared for change. 3.11 .73 
42. I am close to one or both of my parents. 3.50 .74 
43. I am responsible for my actions. 3.68 .47 
44. I don’t let little things upset me. 2.78 .71 
45. I cannot accept another’s point of view. (R) 3.29 .66 
46. I am passionate about what I do. 3.60 .54 
47. I am aware of how I make other people feel. 3.27 .61 
48. I have hope for the future. 3.55 .62 
49. I feel organized in most aspects of my school life. 3.19 .84 
50. I am easy to be with. 3.25 .67 
51. I try to find new ways of looking at things. 3.34 .62 
52. I feel supported and listened to in my life. 3.22 .77 
53. I finish what I start. 3.29 .67 
54. I feel in control of my emotions. 2.75 .81 
55. I have concern for the welfare of others. 3.48 .65 
56. I am not easily discouraged from something I want. 3.19 .74 
57. Criticism is hard to take, but it makes me stronger. 3.36 .56 
58. It’s important to see the humor in things. 3.64 .48 
59. I am confident and self-assured. 3.04 .86 
60. I am not comfortable sharing my feelings. (R) 2.58 .90 
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Table 2 (continued) 
Item M SD 
61. I am agreeable. 3.27 .58 
62. In my family, nobody listens to one another. (R) 3.30 .88 
63. The choices I make are thoughtful ones. 3.40 .51 
64. I get upset when others don’t see things my way. (R) 2.66 .67 
65. I stand up for people who cannot stand up for 
themselves. 3.30 .64 
66. I envision what I want, and make a plan on how to get 
it. 3.18 .65 
67. I lack confidence in my abilities. (R) 2.97 .78 
68. I have positive expectations of others. 3.33 .56 
69. I find ways to accomplish difficult tasks. 3.35 .50 
70. People say that I am thoughtful. 3.40 .56 
71. I need to be perfect. (R) 2.42 .84 
72. My friends are very supportive. 3.33 .67 
73. I can admit to mistakes I make. 3.33 .59 
74. When I am angry or disappointed with someone I talk 
to them about it. 2.85 .75 
75. It’s important to forgive each other. 3.61 .49 
76. I have lots of ideas. 3.48 .55 
77. I am realistic about what I can and cannot do. 3.23 .60 
78. I believe the world holds great promise. 3.40 .68 
79. I really enjoy being into what I’m doing. 3.61 .49 
80. I have meaningful relationships. 3.53 .65 
Note. (R) denotes reverse scored items.    
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Figure 1. Distribution of mean total responses on the Journey to Success Wellness Scale 
(JSS-WS). 
 
 
Factor Structure of the Journey to 
Success Wellness Scale (JSS-WS) 
 
 The JSS-WS authors (personal correspondence with Bardos, A., 2016) have 
proposed that the JSS-WS items can be organized into 10 constructs. This organization 
was based on their theoretical beliefs and interpretations of the literature, but not on any 
traditional statistical analysis such as factor analysis. Assumptions were tested on this 
instrument prior to exploratory factor analysis. It was determined the data were linear 
with no outliers, as evidenced by the histogram in Figure 1. The data were not deemed to 
be multicollinear (Kaiser-Meyer-Olkin Measure of Sampling Adequacy: .539; Bartlett’s 
Test of Sphericity: Approx. Chi-Square = 7792.71, df = 3160, Sig. .000).  
 Exploratory factor analysis using principal component analysis was conducted on 
the JSS-WS, to determine a factor solution with this sample. After examining the 
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eigenvalues of the 80 original items, 4 components were extracted to explain 39.43% of 
the variance with this sample. Varimax with Kaiser Normalization was used to confirm 
the extraction of 4 components. Figure 2 displays the scree plot with eigenvalues after the 
factor analysis, and Tables 3 and 4 exhibit the final items, factors, and factor loadings 
identified after the principal component factor analysis. While the original JSS-WS 
authors proposed 10 constructs in their development of the JSS-WS (pp. 56-57 of this 
document), the factor analysis conducted in this study found a four-factor solution to be 
most appropriate for use with this sample. The new factors are named by this investigator 
according to the theme of their corresponding items: Optimism (20 items), Flexibility 
(five items), Thoughtfulness (four items), and Connection with Others (five items. 
Table 3 outlines each factor and its respective loading after the factor analysis. The 
overall reliability coefficient (Cronbach’s alpha) of the original JSS-WS was calculated 
to be .950, indicating excellent internal consistency for this measure. Reliabilities for 
each of the subscales are presented in Tables 4. Cronbach’s Alpha for each new scale 
consisted of the following: .947 (Optimism), Flexibility, 
Thoughtfulness, and Connection with Others. Reasonably 
high inter-correlations (.410-.538) between scales are presented in Table 5. Because this 
factor analysis was performed on an exploratory basis, the full-length version of the JSS-
WS (80 items) will be used in all subsequent analysis involving the measure.  
 
 
 
 
 
 
  
71
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2. Scree plot with eigenvalues after principal component analysis for the Journey 
to Success Wellness Scale (JSS-Ws). 
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Table 3 
 
Journey to Success Wellness Scale (JSS-WS) Proposed Items and Factor Loadings 
Following Principal Component Factor Analysis 
 Factors 
Items 1 2 3 4 
2. I belong. .651    
6. I am not engaged in life. (R) .615    
8. My problems seem to be never ending. (R) .510    
12. I am cared for and loved. .692    
15. I am grateful for what I have. .675    
16. I know what I want and how to get it. .716    
18. I often feel hopeless. (R) .647    
32. I do not get support from friends and the 
community. (R) 
.536    
38. I often think life is meaningless. (R) .702    
42. I am close to one or both of my parents. .631    
47. I am aware of how I make other people feel. 
(R) 
.605    
48. I have hope for the future. .773    
50. I am easy to be with. 
.662    
52. I feel supported and listened to in my life. 
.677    
54. I feel in control of my emotions. 
.614    
59. I am confident and self-assured. 
.691    
72. My friends are very supportive. 
.605    
78. I believe the world holds great promise. 
.747    
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Table 3 (continued) 
 
Factors 
Items 1 2 3 4 
62. In my family, nobody listens to one another. 
(R) 
.518    
80. I have meaningful relationships. 
.638    
27. I have learned a great deal from past 
experiences. 
 .585   
28. I keep on trying, as I know I will get there. 
 .599   
30. Listening is a very important skill. 
 .739   
31. It’s important to be flexible. 
 .648   
39. Learning new things is fun. 
 .608   
61. I am agreeable. 
  .498  
70. People say that I am thoughtful. 
  .602  
63. The choices I make are thoughtful ones. 
  .566  
76. I have lots of ideas. 
  .527  
25. I enjoy differences in people. 
   .515 
40. I enjoy participating in activities with others. 
   .524 
55. I have concern for the welfare of others. 
   .315 
68. I have positive expectations of others. 
   .533 
79. I really enjoy being into what I’m doing. 
   .402 
Total of Eigenvalues 31.15    
% of Total Variance 39.43    
Note. Factors above are: 1) Optimism, 2) Flexibility, 3) Thoughtfulness, and 4) 
Connection with Others 
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Table 4 
 
Journey to Success Wellness Scale (JSS-WS) Proposed Factors and Items Following 
Principal Component Factor Analysis 
Scale Item 
Cronbach’s 
Alpha 
1. Optimism (N = 20) .947 
 2. I belong.  
 6. I am not engaged in life. (R)  
 8. My problems seem to be never ending. (R)  
 12. I am cared for and loved.   
 15. I am grateful for what I have.  
 16. I know what I want and how to get it.  
 18. I often feel hopeless. (R)  
 32. I do not get support from friends and the 
community. (R) 
 
 38. I often think life is meaningless. (R)  
 42. I am close to one or both of my parents.  
 47. I am aware of how I make other people feel. (R)  
 48. I have hope for the future.  
 50 I am easy to be with.  
 52. I feel supported and listened to in my life.  
 54. I feel in control of my emotions.  
 59. I am confident and self-assured.  
 62. In my family, nobody listens to one another. (R)  
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Table 4 (continued) 
Scale Item 
Cronbach’s 
Alpha 
 72. My friends are very supportive.  
 78. I believe the world holds great promise.  
 80. I have meaningful relationships.  
2. Flexibility (N = 5) .811 
 27. I have learned a great deal from past experiences.  
 28. I keep on trying, as I know I will get there.  
 30. Listening is a very important skill.  
 31. It’s important to be flexible.  
 39. Learning new things is fun.  
3.Thoughtfulness (N = 4) .739 
 61. I am agreeable.  
 63. The choices I make are thoughtful ones.  
 70. People say that I am thoughtful.  
 76. I have lots of ideas.  
4. Connection with Others (N =5) .697 
 25. I enjoy differences in people.  
 40. I enjoy participating in activities with others.  
 55. I have concern for the welfare of others.  
 68. I have positive expectations of others.  
 79. I really enjoy being into what I’m doing.  
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Table 5 
 
Intercorrelations of Proposed Journey to Success Wellness Scale Scales 
 1 2 3 4 
1. Optimism  .410** .442** .538** 
2. Flexibility   .437** .512** 
3. Thoughtfulness    .534** 
4. Connection with Others     
Note. Factors above are: 1) Optimism, 2) Flexibility, 3) Thoughtfulness, and 4) 
Connection with Others. 
** Correlation is significant at the 0.01 level (2-tailed). 
 
 
Descriptive Statistics of the Perceived 
Wellness Scale (PWS) 
 
 As discussed in Chapter III, the Perceived Wellness Scale (PWS) utilizes a four-
point Likert scale response format, and allows respondents to select from the following 
options: Very Strongly Disagree (1 point) to Very Strongly Agree (6 points). The PWS 
does not have qualitative score labels for scale options 2 through 5, but rather indicates 
that participants should select a range based on the descriptors for scales 1 and 6. 
Descriptive statistics of the PWS were examined and are described in Table 6. The 
authors of the PWS designed a specific scoring system during the development of this 
survey, in order to produce a total wellness score that also takes into consideration the 
need to reverse score a number of items. Possible score totals on the PWS ranged from 
36-216, with a mean total score of participants in this study of 165.01 with a standard 
deviation of 23.77, and a mean individual item score of 4.58 with a standard deviation of 
1.23. Of the total 4248 individual item responses, only 3% of the participant responses 
indicated that Very Strongly Disagree described their participation in the wellness 
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behaviors/attitudes described. Alternatively, 30% of participant responses indicated that 
Very Strongly Agree described their participation in the wellness behaviors/attitudes 
described. The majority of the remaining responses (48%) fell in the more agreeable 
range of the scale, with participants rating their participation in the wellness 
behaviors/attitudes as a 4 or a 5.  
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Table 6 
 
Descriptive Statistics of the Perceived Wellness Scale (PWS) 
Items M SD 
1. I am always optimistic about my future. 4.72 1.06 
2.  There have been times when I felt inferior to most of the 
people I knew. (R) 
3.54 1.45 
3. Members of my family come to me for support. 4.32 1.29 
4.  My physical health has restricted me in the past. (R) 4.63 1.58 
5. I believe there is a real purpose for my life. 5.29 1.07 
6. I will always seek out activities that challenge me to think 
and reason. 
4.83 1.06 
7. I rarely count on good things happening to me. (R) 4.39 1.46 
8. In general, I feel confident about my abilities. 4.86 0.98 
9. Sometimes I wonder if my family will really be there for 
me when I am in need. (R) 
5.16 1.38 
10. My body seems to resist physical illness very well. 3.72 1.33 
11. Life does not hold much future promise for me.  5.61 0.78 
12. I avoid activities which require me to concentrate. (R) 5.44 0.66 
13. I always look on the bright side of things. 4.47 1.24 
14. I sometimes think I am a worthless individual. (R) 5.00 1.37 
15. My friends know they can always confide in me and ask 
me for advice. 
5.06 1.07 
16. My physical health is excellent. 4.28 1.10 
17. Sometimes I don't understand what life is all about. (R) 4.16 1.54 
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Table 6 (continued) 
Items M SD 
18. Generally, I feel pleased with the amount of intellectual 
stimulation 
I receive in my daily life. 
4.64 0.93 
19. In the past, I have expected the best. 4.59 1.12 
20. I am uncertain about my ability to do things well in the 
future. (20) 
4.35 1.38 
21. My family has been available to support me in the past. 5.19 1.20 
22. Compared to people I know, my past physical health has 
been excellent. 
4.28 1.3 
23. I feel a sense of mission about my future. 5.01 1.09 
24. The amount of information that I process in a typical day 
is just about right for me (i.e., not too much and not too 
little) 
4.10 1.24 
25. In the past, I hardly ever expected things to go my way. 
(R) 
4.24 1.27 
26. I will always be secure with who I am. 4.03 1.23 
27. In the past, I have not always had friends with whom I 
could share my joys and sorrows. (R) 
3.90 1.60 
28. I expect to always be physically healthy. 4.06 1.34 
29. I have felt in the past that my life was meaningless. (R) 4.60 1.58 
30. In the past, I have generally found intellectual challenges 
to be vital to my overall well-being. 
4.61 1.13 
31. Things will not work out the way I want them to in the 
future. (R)  
4.72 1.28 
32. In the past, I have felt sure of myself among strangers. 3.78 1.50 
33. My friends will be there for me when I need help. 4.86 1.16 
34. I expect my physical health to get worse. (R) 4.75 1.32 
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35. It seems that my life has always had purpose. 4.69 1.19 
36. My life has often seemed void of positive mental 
stimulation. (R) 
5.08 0.99 
Note. (R) denotes reverse scored items.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3. Distribution of mean total scale responses on the Perceived Wellness Scale 
(PWS) 
 
 
Factor Structure of the Perceived 
Wellness Scale (PWS) 
 
 Assumptions were tested on this instrument prior to exploratory factor analysis. It 
was determined the data were linear and that there were no outliers, as evidenced by the 
histogram in Figure 3. Additionally, the data were not deemed to be multicollinear 
(Kaiser-Meyer-Olkin Measure of Sampling Adequacy = .843; Bartlett’s Test of 
Sphericity: Approx. Chi-Square = 2413.94, df = 630, Sig. .000). The subject to item ratio 
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on this measure was more than 3:1, which is consistent with approximately 40.5% of all 
exploratory factor analyses that are conducted (Costello & Osborne, 2005). 
 Exploratory factor analysis using principal component analysis was then 
conducted on the PWS, in order to examine a factor solution with this sample. After 
examining the eigenvalues of the 36 original items, 8 components were extracted to 
explain 66.42% of the variance with this sample. Varimax with Kaiser Normalization was 
used to confirm the extraction of 8 components. As previously mentioned, the original 
PWS authors proposed six subscales in their development of the PWS, however they 
cautioned that a factor analysis would not be expected to yield six separate factors, due to 
the perceptual nature of the survey questions (Adams et al., 1997). During their initial 
development of the survey, the authors identified models that used from one to five factor 
solutions. The exploratory factor analysis conducted in this study produced an eight-
factor solution, which does not improve upon the factor structure of the original measure. 
The scree plot is seen in Figure 4, and a sharp drop is evident after the first factor. 
Furthermore, exploratory factor analysis of this measure in this study produced several 
factors containing only two items, which is not considered sufficient in producing a stable 
factor (Costello & Osborne, 2005). Therefore, the original PWS factor structure proposed 
by the authors of the PWS was used. The overall reliability coefficient (Cronbach’s 
alpha) of the original PWS was .925, indicating excellent internal consistency for this 
measure, and is consistent with prior research on the PWS (Harari et al., 2005).  
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Figure 4. Scree plot with eigenvalues after principal component analysis for the 
Perceived Wellness Scale (PWS). 
 
 
Descriptive Statistics of the Behavior 
and Instruction Management Scale 
(BIMS) 
 
 As outlined in Chapter III, possible scores on items on the Behavior and 
Instructional Management Scale (BIMS) range from 12-72, when only using the behavior 
management-specific items. The BIMS is scored on a scale of 1 (strongly disagree) to 6 
(strongly agree). A rating of “strongly agree” would indicate high levels of perceived 
skill in the area of behavior management, including perceived skill in establishing 
expectations for behavior management in the classroom and in following through with 
such expectations. Table 7 outlines the performance of the sample across all items (M, 
SD) of the BIMS. The mean score of participants in this study was 31.24 with a standard 
deviation of 5.12, with an average individual item score of 2.60 and a standard deviation 
of 0.92. The distribution of overall responses is outlined in Figure 5.  
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Table 7 
 
Descriptive Statistics of the Behavior and Instruction Management Scale (BIMS) 
Item M SD 
 I nearly always intervene when students talk at 
inappropriate times during class. 2.21 0.86 
2. I strongly limit student chatter in the classroom. 3.16 1.08 
3. I reward students for good behavior in the classroom. 1.87 0.79 
4. If a student talks to a neighbor, I will move the student 
away from other students.  3.70 1.16 
5. I use input from students to create classroom rules. 2.03 0.84 
6. I allow students to get out of their seat without permission. 3.08 1.31 
7. I am strict when it comes to student compliance in my 
classroom. 2.81 0.91 
8. I firmly redirect students back to the topic when they get 
off task. 2.45 0.84 
9. I insist that students in my classroom follow the rules at all 
times. 2.33 0.78 
10. I closely monitor off task behavior during class. 2.30 0.67 
11. I strictly enforce classroom rules to control student 
behavior. 2.43 0.85 
12. If a student’s behavior is defiant, I will demand that they 
comply with my classroom rules. 2.86 1.00 
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Figure 5. Distribution of mean total scale responses on the Behavior and Instruction 
Management Scale (BIMS). 
 
 
Factor Structure of the Behavior and 
Instruction Management Scale 
(BIMS) 
 
 Assumptions were tested on this instrument prior to exploratory factor analysis. It 
was determined the data were linear and there were no outliers, as evidenced by the 
histogram in Figure 5. Additionally, the data were not deemed to be multicollinear 
(Kaiser-Meyer-Olkin Measure of Sampling Adequacy = .729. Bartlett’s Test of 
Sphericity: Approx. Chi-Square = 279.436, df = 66, Sig. .000.). The subject to item ratio 
on this measure was more than 9:1, which is greater than or equal to 63.2% of all 
exploratory factor analyses that are conducted (Costello & Osborne, 2005). 
 Exploratory factor analysis using principal component analysis was then 
conducted on the BIMS, in order to determine the number of constructs identified 
through the use of the measure with this population. The scale’s developers cited one 
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original construct captured in their survey design, and the analysis conducted with this 
sample produced similar results. The reliability coefficient for the BIMS was .646, which 
indicated questionable consistency. Thus, a total BIMS score using all items was used to 
calculate the behavior management ratings of teacher candidates. The scree plot is 
displayed in Figure 6. Intercorrelations of BIMS items are displayed in Table 8. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6. Scree plot with eigenvalues after principal component analysis for the Behavior 
and Instruction Management Scale (BIMS). 
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Table 8 
 
Intercorrelations of Behavior and Instruction Management Scale (BIMS) Items 
Item 1 2 3 4 5 6 7 8 9 10 11 12 
1  
.354** .165 .148 .110 -.114 .288* .196* .298** .244** .385** .163 
2   -.056 .200* -.192* -.160 .280** .135 .138 .216* .183* .053 
3    -.004 .223* -.006 .180 .074 .192* .120 .298** -.023 
4     -.123 -.112 .204* .259** .127 .037 .044 .087 
5      .215* -.105 .176 .116 .274** .306** .156 
6       -.101 -.012 .014 -.039 .059 .081 
7        .076 .313** .230* .335** .221* 
8         .484** .276** .394** .198* 
9          .429** .564* .169 
10           .492** .254** 
11            .382 
12             
*. Correlation is significant at the 0.05 level (2-tailed), ** Correlation is significant at the 0.01 level (2-tailed). 
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Descriptive Statistics of the Mental 
Health Literacy Questionnaire for 
Teachers (MHLQT) 
 
 As outlined in Chapter III, the MHLQT consists of 15 items, which offer possible 
total scores ranging from 15-75. The MHLQT items are presented with a rating scale of 1 
(agree strongly) to 5 (disagree strongly), with lower scores indicating greater knowledge 
of mental health literacy. Descriptive statistics of the MHLQT are outlined in Table 9. 
The mean score of participants in this study was 29.25 with a standard deviation of 7.89, 
as depicted in Figure 7. While the mean does not appear particularly indicative of limited 
mental health literacy, it should be noted that approximately 46% of all participant 
responses on the MHLQT indicated that respondents either disagreed with or were 
neutral about the mental health literacy belief or skill described. This large percentage of 
neutral or unfavorable views about the mental health beliefs or skills identified on the 
questionnaire indicates that almost half of participants’ responses identified that they do 
not have a strong opinion regarding the mental health literacy beliefs or skills described. 
This suggests some that there are some limitations in mental health literacy understanding 
on behalf of the participants studied. 
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Table 9 
 
Descriptive Statistics of the Mental Health Literacy Questionnaire for Teachers 
(MHLQT) 
Item M SD 
1. I am capable of being a good teacher to all my students. 
1.52 0.71 
2. The mental, emotional, and/or behavioral problems in my 
students can be successfully treated. 
1.76 0.85 
3. My students have the right to receive testing they need. 
1.29 0.47 
4. I have the right to ask for help when I need it. 
1.19 0.46 
5. I have the right to ask for all available services in the school 
that my students need. 
1.25 0.58 
6. I have the right to help select interventions for my students. 
1.53 0.74 
7. I know what some of the risks are to mental health treatment 
my students are receiving. 
2.41 1.02 
8. I know how to find intervention options for my students 
when necessary. 
2.25 0.99 
9. I understand how to obtain the services/resources needed for 
students in my classroom with social-emotional concerns. 
2.26 1.03 
10. I understand how to facilitate interventions into the 
classroom. 
2.29 1.06 
11. I am able to decide when I need to get extra help when 
working with a student with emotional/behavioral concerns. 
2.07 0.95 
12. I am able to negotiate with the intervention team and other 
school staff members in order to reach intervention 
solutions that are best for everyone. 
2.09 0.97 
13. I can control my students’ behavior. 
2.45 0.87 
14. My students’ interventions are often under my control. 
2.75 0.87 
15. I am capable at helping my students solve 
emotional/behavioral problems. 
2.25 0.99 
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Figure 7. Distribution of mean total scale responses on the Mental Health Literacy 
Questionnaire for Teachers (MHLQT). 
 
 
Factor Structure of the Mental Health 
Literacy Questionnaire for Teachers 
(MHLQT) 
 
 Assumptions were tested on this instrument prior to exploratory factor analysis. It 
was determined that the data were linear and that there were no outliers, as evidenced by 
the histogram in Figure 7. Additionally, the data were not considered to be multicollinear 
(Kaiser-Meyer-Olkin Measure of Sampling Adequacy =.855. Bartlett’s Test of 
Sphericity: Approx. Chi-Square = 735.403, df = 105, Sig. .000.). The subject to item ratio 
on this measure was more than 7:1, which is between 40.5% to 63.2% of all exploratory 
factor analyses that are conducted (Costello & Osborne, 2005). 
 Exploratory factor analysis was then conducted on the MHLQT, in order to 
examine the number of constructs identified through the use of the measure with this 
population. The scale’s developers cited one original construct captured in their survey 
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design. The analysis conducted with this sample produced three constructs, which does 
not improve upon the original MHLQ authors’ factor structure. The scree plot is depicted 
in Figure 8, with a sharp drop after the first factor. Thus, a score using all 15 items of the 
MHLQT was used to calculate the mental health literacy attitudes of teacher candidates. 
The reliability coefficient (Cronbach’s alpha) of the MHLQT was .881, indicating good 
internal consistency. Table 10 displays the intercorrelation of MHLQT items. With the 
psychometric properties established for all measures utilized in the study, the next section 
presents the analysis conducted for the study’s research questions. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 8. Scree plot with eigenvalues after principal component analysis for the Mental 
Literacy Questionnaire for Teachers (MHLQT). 
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Table 10 
 
Intercorrelation of Mental Health Literacy Questionnaire for Teachers (MHLQT) Items 
Item 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 
1  .46** .49** .29** .48** .45** .43** .50** .36** .27** .29** .25** .33 .44  
2   .39** .18 .32** .40** .47** .41** .33** .33** .23* .21* .28** .28** .41** 
3    .23* .32** .20* .32** .34** .20 .25** .20* .25** .18 .29** .31** 
4     .55** .43** .47** .44** .32** .34** .30** .25* .24** .16 .36** 
5      .47** .45** .35** .26** .40** .34** .34** .28** .25** .38* 
6       .55** .56** .47** .37** .26** .04 .28** .12 .33** 
7        .79** .38** .37** .22* .16 .26** .20* .41** 
8         .45** .34** .22* .10 .21* .24** .35** 
9          .45** .19* .09 .29** .19* .32** 
10 .          .19* .09 .29** .25** .54** 
11            .52** .45** .34** .33** 
12             .53** .49** .32** 
13              .49** .54** 
14               .47** 
15                
Note. *Correlation is significant at the 0.05 level (2-tailed), ** Correlation is significant at the 0.01 level (2-tailed). 
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Research Question 1 
Q1 What is the relationship between the Journey to Success Wellness Scale 
(JSS-WS), a multidimensional wellness scale, and the Perceived Wellness 
Scale (PWS)? 
 
In order to address RQ1, a correlation coefficient was examined using Pearson 
product moment correlation between the PWS and JSS scales. The Pearson correlation 
coefficient for the two scales was .734, indicating a large positive relationship and also 
providing evidence to suggest convergent validity between the two scales. Given the 
strength of this relationship, this author proposes that the JSS-WS equates construct 
validity similar to the PWS and will be used as a measure of wellness for the remaining 
analyses. 
Research Question 2 
Q2 What is the contribution of wellness, as defined by the JSS-WS, and 
mental health literacy in predicting teacher candidates’ perceptions of their 
behavior management skills? 
 
 Multiple regression that did not force variables was conducted in order to address 
RQ2, to examine if teacher candidates’ perceptions of their behavior management skills 
(the dependent variable, consisting of the 12 items from the BIMS) were predicted by 
wellness (consisting of 80 JSS-WS items) and mental health literacy (consisting of 16 
items from the MHLQT), which were the independent variables. Assumptions were 
tested, beginning with multicollinearity. The Variance Inflation Factor (VIF) was 
calculated for each of the identified predictor variables. The VIF ranges from a score of 
0-10, with zero indicating that there is no correlation between the independent variables, 
and a value of anything higher than 10 indicating multicollinearity between variables. In 
this case, both VIF values for both of the independent variables were 1.499. To further 
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test multicollinearity, tolerance values were calculated for each identified predictor 
variable, as another way to examine potential multicollinearity. Typically, the minimum 
cutoff tolerance value is .10, meaning that values smaller than .10 indicate 
multicollinearity. The above predictor variables have tolerance values of .667. 
 Results from this multiple regression are displayed in Table 11. The Adjusted R 
Square of this model was .334, which indicated that the predictors, consisting of total 
scores from the proposed wellness and MLHQT factor models explained 33.4% of the 
variance (R2 = .345, F(2, 115) = 30.333, p = .000). This means that the combination of 
these survey items is statistically significant in predicting scores on the BIMS, which 
seeks to measure perceptions of behavior management skills.  
 
Table 11 
 
Multiple Regression Analysis Predicting Perceived Behavior Management Skills 
Factor B SE B  
Mental Health Literacy -.228 .060 -.353 
Wellness (JSS) -.068 .020 -.309 
Adjusted R2 .334   
F 30.333   
***p = .000 
 
 
 A second multiple regression was conducted, this time using a stepwise enter 
method, in order to further examine whether the wellness or mental health literacy 
constructs were the biggest predictors of teacher candidates’ perceptions of their behavior 
management skills. Results of this analysis indicated that the mental health literacy 
construct accounted for 27.6% of the variance when predicting this dependent variable. 
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When adding the wellness construct, the model predicted 33.4% of the variance the 
results of this regression determined that both Model 1 and Model 2 were statistically 
significant in predicting teacher candidates’ perceptions of their behavior management 
skills, as evidenced in Tables 12 and 13. 
 
Table 12 
 
Stepwise Regression Results for Research Question 2 
Model Variable/Scale Adjusted R df F Significance 
1 (Constant) .276 1 45.513 .000 
 Mental Health Literacy     
2 (Constant) .334 2 30.333 .000 
 Wellness     
 
Mental Health Literacy 
Wellness 
    
 
 
Table 13 
 
Summary of Multiple Regression Analysis for Scales Predicting Teacher Candidates’ 
Perceptions of Their Behavior Management Skills 
 Model 1 Model 2 
Scale B SE B Β B SE B β 
Mental Health Literacy 
Questionnaire (MHLQT) 
-.343 .051 -.531 -.228 .060 -.353 
Journey to Success Wellness Scale 
(JSS-WS) 
   -.068 .020 -.309 
R2  .282   .276  
F   45.513   30.333  
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Research Question 3 
Q3 Are there differences in Behavior and Instructional Management Scale 
(BIMS) scores across different personal characteristics such as teacher 
preparation programs, whether they have experienced and/or sought help 
for personal social-emotional concerns, and whether they have had a close 
friend or family member experience and/or seek help for a social-
emotional concern?  
 
 One-way ANOVAs were conducted in order to address RQ3, which examined the 
differences between teacher candidates’ personal characteristics (comprised of the 
following independent variables: program of study, whether they have experienced 
and/or sought help for social-emotional concerns, and whether they have had a close 
friend or family member experience and/or seek help for a social-emotional concern); and 
behavior management (as defined by the 12 items on the BIMS), which is the dependent 
variable in this case. Assumptions were examined, with the dependent variable, behavior 
management, confirmed as a continuous variable, and the independent variables 
consisting of categorical groups. Independence of observations was confirmed, and there 
were no significant outliers. The Shapiro Wilk test of normality indicated values greater 
than 0.05, indicating the data is normal. Levene’s test produced significance levels of 
.000 for each of the independent variables, indicating that variances were homogenous. 
 Descriptive statistics for the total BIMS scores according to program of study are 
depicted in Table 14. An ANOVA determined that the program of study (e.g. elementary, 
early childhood education, special education, secondary, and K-12 (art, music, and P.E.) 
is not statistically significant when examining respondents’ scores in behavior 
management skills, F(6, 111) = 2.027, p = 068, as displayed in Table 15. This means that 
behavior management scores did not fluctuate significantly from one teacher candidate 
program of study to the other. Table 16 outlines the number of participants who reported 
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that they had either experienced and/or sought help for social-emotional concerns or had 
close friends or family who have. Slightly over 38% of participants reported personally 
experiencing and/or seeking help for a social-emotional concern, while 69% of 
participants reported that they had a close friend or family member who experienced 
and/or sought help for a social-emotional disorder. ANOVA results described in Table 17 
indicate that participants’ behavior management skills did significantly differ depending 
on whether or not they have personally experienced or sought help for a social-emotional 
concern, F(1, 116) = 6.148, p = 0.15. Alternatively, Table 18 shows that participants’ 
behavior management skills did not significantly differ depending on whether or not they 
have had a close friend/family member experience or seek help for a social-emotional 
concern.  
 
Table 14 
 
Descriptive Statistics of Total Behavior and Instruction Management Scale (BIMS) 
Scores According to Program of Study 
Program of Study n M SD 
Elementary 60 30.53 4.98 
Special Education 14 32.21 5.11 
Early Childhood Education 5 29.40 5.16 
Secondary 22 33.32 5.01 
K-12 (Art, Music, PE) 17 30.76 5.02 
Total 118 31.24 5.06 
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Table 15 
 
One-Way Analysis of Variance for Research Question 3: Are There Differences 
Between Teacher Candidate’s BIMS Scores and Their Program of Study? 
Program n M Source df SS MS F p 
1  60 30.53 Between 
groups 
 4 1.778 .445 1.515 .202 
2  14 32.21 Within 
groups 
 113 33.149 .293   
3  5 29.40 Total  117 34.927    
4  22 33.32       
5  17 30.76       
Total  118 31.24       
Note. Program numbers represent the following: 1) Elementary, 2) Special Education, 3) Early 
Childhood Education, 4) Secondary, 5) K-12 (Art, Music, PE). 
 
 
 
 
 
Table 16 
 
Experience of Social-Emotional Concerns in Teacher Candidates and Their Close 
Friends/Family Members 
Personal n M SD Close Friends/Family n M SD 
Yes  45   Yes  82   
No  73   No  36   
Total  118 1.62 .49 Total  118 1.31 .46 
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Table 17 
 
One-Way Analysis of Variance for Research Question 3: Are There Differences Between 
Teacher Candidates’ BIMS Scores and Whether They Have Experienced and/or Sought 
Help For Social-Emotional Concerns? 
Concern n M Source df SS MS F p 
Yes  45 32.44 Between groups  1 1.758 1.758 6.148 .015 
No  73 30.49 Within groups  116 33.169 .286   
Total  118 31.24 Total  117 34.927    
 
 
Table 18 
One-Way Analysis of Variance for Research Question 3: Are There Differences Between 
Teacher Candidates’ BIMS Scores and Whether They have had a Close Friend or Family 
Member Experience and/or Seek Help for Social-Emotional Concerns? 
Concern n M Source df SS MS F p 
Yes  82 31.43 Between groups  1 .292 .292 .978 .325 
No  36 30.81 Within groups  116 34.635 .299   
Total  118 31.24 Total  117 34.927    
 
 
Research Question 4 
Q4 Are there differences between teachers’ personal characteristics (teacher 
preparation program of study, personally experiencing and seeking help 
for a social-emotional concern and having a close friend or family member 
experience and seek help for a social-emotional concern) in determining 
mental health literacy? 
 
 One-way ANOVAs were also conducted in order to address RQ4, and examined 
the differences between teacher candidates’ personal characteristics (as previously 
defined) and mental health literacy. These variables were not found to be statistically 
significant in terms of determining levels of mental health literacy in teacher candidates. 
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 Descriptive statistics for the MHLQT scale and the scores for each according to 
program of study are depicted in Table 19. An ANOVA determined that the program of 
study is not statistically significant when examining respondents’ scores in mental health 
literacy on any of the proposed factors (MHLQT; F(4,117 ) = 1.780 , p = .138;), as 
displayed in Table 20. This means that mental health literacy scores did not fluctuate 
significantly from one teacher candidate program of study to the other. ANOVA results 
described in Table 21 indicate that participants’ mental health literacy knowledge did not 
significantly differ depending on whether or not they have personally experienced or 
sought help for a social-emotional concern. Similarly, results in Table 22 show that 
participants’ mental health literacy knowledge did not significantly differ depending on 
whether or not they have had a close friend/family member experience or seek help for a 
social-emotional concern.  
 
Table 19 
 
Descriptive Statistics for Research Question 4 According to the MHLQT and Program 
of Study 
Program n M SD 
Elementary  60 28.33 6.75 
Special Education  14 27.71 7.65 
Early Childhood Education  5 26.00 13.66 
Secondary  22 31.27 6.24 
K-12 (Art, Music, PE)  17 32.76 10.89 
Total  118 28.33 6.75 
Note. Lower mean scores indicate greater knowledge of mental health literacy. 
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Table 20 
 
One-Way Analysis of Variance for Research Question 4: Are There Differences 
Between a Teacher Candidate’s Program of Study and Their Mental Health Literacy? 
Source df SS MS F p 
Between Groups  4 435.141 108.785 1.780 .138 
Within Groups  113 61.129 61.129   
Total  117     
 
 
 
Table 21 
 
One-Way Analysis of Variance for Research Question 4: Are There Differences 
Between Whether or Not a Teacher Candidate Has Experienced a Social-Emotional 
Concern and Their Mental Health Literacy? 
Concern n M Source df SS MS F p 
Yes  45 30.69 Between groups  1 .473 .473 1.247 .266 
No  73 29.32 Within groups  116 43.984 .379   
Total  118 29.35 Total  117 44.457    
 
 
 
Table 22 
 
One-Way Analysis of Variance for Research Question 4: Are There Differences 
Between Whether or Not a Teacher Candidate Has Had a Close Friend or Family 
Member Experience a Social-Emotional Concern and Their Mental Health Literacy? 
Concern N M Source df SS MS F p 
Yes  82 29.57 Between groups  1 .015 .015 .040 .842 
No  36 28.83 Within groups  116 44.442 .383   
Total  118 29.35 Total  117 44.457    
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 Additional independent variables, such as age, gender, and racial/ethnic 
background of the teacher candidates were analyzed on an exploratory basis. Pre-
established age, racial/ethnic, and program groupings were combined in order to produce 
adequate sample sizes for each group. Ages were grouped into three categories: 20-29 
years old, 30-39 years old, and 40 years old and over. Racial/ethnic background was 
grouped into White and Non-white categories. Programs of study were in some cases 
combined with other areas of most similar content to produce the following program 
groups: Elementary/Early Childhood Education, Special Education, and Secondary/K-12 
(Art, Music, PE). These groupings did not produce significant findings in any of the 
aforementioned research areas in this study.  
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CHAPTER V 
DISCUSSION OF FINDINGS 
 Teachers are generally among the first and most consistent adults to have the 
opportunity to interact with children with social-emotional concerns, given that every 
child in the United States is legally required to receive some form of formal education. 
Because of this, teachers are in a unique position to shape the experiences of children 
through classroom behavior management strategies and their knowledge of mental health 
literacy, particularly the experiences of children with social-emotional concerns. While 
ranges on the amount of students with such challenges vary, it is estimated that children 
and adolescents with mental health disorders may comprise between 10 to 20 percent of 
the population percent of the population (National Research Council and Institute of 
Medicine, 2009). Many children go undiagnosed or experience difficulties with social-
emotional concerns that may not meet the criteria for the educational identification of a 
serious emotional disability. It is believed that approximately 80% of children and 
adolescents do not receive the social-emotional support or treatment they need (Rones & 
Hoagwood, 2000). Furthermore, as many as half of all chronic mental illness is believed 
to begin by the age of 14, adding further evidence to the case for treating social-
emotional concerns as early as possible (Kessler et al., 2005). 
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Providing appropriate supports to children with social-emotional concerns is not 
always feasible in the current educational climate, due to a number of reasons. One of 
these reasons is that children often rely on adults in their lives to identify their challenges 
and seek out help on their behalf; which may be impaired by the adult’s oversight or a 
lack of personal knowledge about social-emotional concerns in children (Jorm, 2012). 
Additional challenges to the identification of such concerns include inadequate funding 
or support and lack of time or adequate training for such content in teacher preparation 
programs and professional development programs (Reinke et al., 2011). Furthermore, the 
profession of teaching is increasingly accompanied by high levels of stress and burnout 
(Johnson et al., 2005). Behavior management strategies that may hold promise for 
meeting the needs of challenging students and students with social-emotional concerns 
may not have been imparted in teacher training programs (Reinke et al., 2011). 
Additionally, these strategies may be contingent upon a teachers’ own personal 
functioning as well as personal strategies they have learned to integrate into their own 
lives to help them cope with the stress that comes along with teaching (Hamre & Pianta, 
2004; Malmberg & Hagger, 2009; Roth et al., 2007). Indeed, the role personal wellness 
plays in the lives of teachers has emerged as an area of interest not only because of the 
potential of wellness to serve as a protective factor (Curry & O’Brien, 2012; Seligman & 
Csikszentmihalyi, 2000), but also because of the potential influence it may have over 
their perceptions of their own skills, which is of particular interest to this study. 
 Many children with an educational identification of a serious emotional disability 
(SED) will spend 80% or more time of each school day in the general education 
classroom due to federal law that mandates that children receiving special education 
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support receive an appropriate education in the least restrictive environment (Jacob & 
Hartshorne, 2007). With these students spending much more time in the general 
education classroom than ever before, it is almost a certainty that general education 
teachers will encounter these students in their classrooms each year, or at least over the 
span of their teaching careers. Even when just considering prevalence rates on children 
with attention-deficit hyperactivity disorder (ADHD), which may or may not accompany 
a SED identification for a student, teachers may average up to one or two students with 
this concern in a typical classroom (National Research Council and Institute of Medicine, 
2009).  
 By no means should general education teachers be expected to perform duties 
equivalent to those of special educators or mental health providers in working with these 
students. Because many students with SED identifications and similar undiagnosed 
concerns will likely spend the majority of the day in the general education classroom 
(Jacob & Hartshorne, 2007). however, it is crucial that their teachers be provided with the 
strategies and skills to more confidently and effectively support them. The guiding 
principles of this theory is seen in Gerald Caplan’s mental health collaboration model 
(Caplan, 1962), which emphasizes that in order to be effective in meeting the needs of 
their students, teachers must be supported with relevant knowledge and skills. Not only 
are such skills more likely to ensure that students with social-emotional concerns have a 
greater chance of having their needs met in the general education classroom, but it stands 
to reason that equipping teachers with these skills provides them with more efficient 
strategies that may help combat burnout that can accompany the demands of teaching.  
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 Two such strategic areas that were of interest to this study were that of behavior 
management and mental health literacy. Behavior management has long-been viewed as 
an essential teaching skill, but often one that receives little explicit instruction during 
teacher preparation programs (Coalition for Psychology in Schools and Education, 2006; 
Reinke et al., 2011). This study sought to examine the perception of behavior 
management skills with perceived personal wellness in teacher candidates. Mental health 
literacy is a more recent construct to emerge in the literature, and proponents of mental 
health literacy have argued that it is essential contributor to the identification and 
alleviation of mental health concerns. They argue that, while the general public should 
not be expected to encompass mental health knowledge to the degree of a mental health 
professional, some knowledge of mental disorders, risk factors, and information 
regarding access to treatment enhances awareness of social-emotional concerns and leads 
to better outcomes in regards to the provisions of social-emotional supports for those in 
need (Jorm, 2012). In this study, teacher candidates’ mental health literacy levels were 
examined in isolation and in relationship with perceptions of personal wellness and 
perceived behavior management skills.  
 The primary purpose of this study was to explore personal teacher candidate 
characteristics that may have implications for how they work with children in their 
classrooms. This study sought to examine such characteristics that may be particularly 
indicative of how teacher candidates work with children with social-emotional concerns. 
The personal wellness of teacher candidates was examined using two separate surveys, 
the Perceived Wellness Survey (PWS), which has been used with a variety of populations 
over a number of years, and the Journey to Success Wellness Scale (JSS-WS), which is 
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still in comparatively early stages of its development. The use of two surveys for the 
measurement of wellness was intended in order to examine correlation between the two 
measures, as the PWS has been used extensively in the past, while the JSS-WS, which is 
of primary interest to this study, is in its developmental state. 
 Exploratory principal component analysis resulted in newly proposed factors by 
this author for the JSS-WS. To review from Chapter I, the following is the original 
definition of “wellness” used in this study: “Health is a state of complete physical, 
mental, and social well-being and not merely the absence of disease or infirmity” 
(Official Records of the World Health Organization, 1948, p.100). With this definition in 
mind, the following four new factors are proposed for the JSS-WS: Optimism, 
Flexibility, Thoughtfulness, and Connection with Others. Ultimately, it is argued that the 
final four factors proposed on the JSS-WS are beneficial to teacher candidates. Optimism 
is indicative of a positive outlook, and involves an expectation of growth and change, 
which is a valuable characteristic in a teacher candidate who is hoping to contribute to 
positive growth in students. Flexibility, or a willingness to change and adapt, also stands 
to benefit teacher candidates, as they are often asked to modify their plans and 
instructions to meet the needs of different student abilities and needs. Thoughtfulness, as 
it refers to considering the needs of other people, is an additional quality that may support 
teacher candidates in their work with students. Finally, the fourth factor, Connection with 
Others would not surprisingly benefit teacher candidates due to the nature of their work 
that requires constant interpersonal communication skills. It is possible that the new 
factor structures on the JSS-WS may only be suitable for the specific population surveyed 
in this study, and may not be replicated in other studies. However, this proposed factor 
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structure is considered by this author to be the best fit for this specific respondent group 
in this study. 
 Pearson’s correlation was conducted on the PWS and the JSS-WS scales. The 
correlation produced a coefficient of .734, which is a high and positive correlation. Based 
on this coefficient, it can be argued that the JSS-WS is measuring a construct that is quite 
similar to the construct being measured by the PWS, therefore proposing convergent 
validity between the two measures.  
 In addition to wellness, perceptions of behavior management competencies of the 
teacher candidate participants was examined through the use of a separate survey that had 
been previously developed specifically for the use of teachers. Behavior management has 
long-been considered a helpful skill for teacher candidates as they juggle the demands of 
a classroom. Finally, mental health literacy of teacher candidates was examined through 
the use of a survey that was adapted for use with teacher candidates from its original 
format intended for caregivers. Mental health literacy is a relatively new construct to link 
to teacher candidates, but stands to benefit them by not only increasing their knowledge 
about social-emotional concerns their students may be confronted with, but also aiding in 
their ability to identify, manage, and prevent behaviors associated with these concerns. 
 Overall, the results of the study indicated that three of the four instruments used 
within the larger survey have good to excellent internal consistency. Only one of the 
instruments, the Behavior and Instructional Management Scale (BIMS), was found in this 
sample to have questionable reliability (.646), indicating that it may not have adequately 
measured behavior management, as intended. With the exception of the BIMS, each of 
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the instruments used in this study appeared to be measuring reliably the identified 
variable of interest within each instrument. 
 The results of this study indicated that teacher candidates report reasonably good 
levels of perceived personal wellness, as indicated by their total scores on the JSS-WS 
and the PWS, which is explained in greater detail later in this chapter. Personal wellness 
has been previously identified as a resiliency factor that helps teachers combat the stress 
of teaching and subsequent burnout (Split et al., 2011). It is often the case that the area of 
personal wellness does not receive a great deal of emphasis in teacher preparation 
programs, as teacher preparation programs already face challenges of fitting content and 
methods education, as well as adequate practice opportunities into a program that is of 
reasonable length. It is encouraging that participants in this study reported generally 
positive wellness behaviors and attitudes.  
 Additionally, the results of the study indicated that teacher candidates reported to 
have some knowledge of mental health literacy, but limited perceived skills in behavior 
management in the classroom. As mentioned previously, while teacher candidates should 
by no means be expected to be experts in mental health or masters of behavior 
management skills while in their teacher training programs, these are skills that, once 
developed, will likely bolster their feelings of confidence in working with students in 
their classrooms (Edgar, 2013). 
Perceived Personal Wellness in Teacher 
Candidates 
 
 The teacher candidates who participated in the study reported reasonably high 
levels of personal wellness, as evidenced by the scores produced on the JSS-WS and the 
PWS. While the authors of the JSS-WS do not provide specific total score classifications, 
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in this instance higher scores on this measure indicate higher levels of perceived personal 
wellness. Possible score totals on the JSS-WS range from 80-320. The median individual 
response score on the JSS-WS was 3.32 (out of a possible score of 4), with a standard 
deviation of 0.62 while the median total response score was 265.87 (out of a possible 
score of 320), with a standard deviation of 23.33. Possible score totals on the PWS 
ranged from 36-216, with a mean total score of participants in this study of 165.01 and a 
standard deviation of 23.77. The mean of individual item scores was 4.58 with a standard 
deviation of 1.23. These scores indicate that the teacher candidates surveyed were most 
likely to report that the wellness behaviors described throughout the JSS-WS fell between 
the ranges of Strongly Agree/Very Much Like Me and Agree/Like Me.  
 The following percentages comprise the other rating category score totals: 45% 
(that it was “like” them to engage in or agree with the wellness behaviors or beliefs), 9% 
(that it was “unlike” them to engage in or agree with the wellness behaviors or beliefs), 
and 2% (that it was “not at all” like them to engage in or agree with the wellness 
behaviors or beliefs). Of the total 4248 individual item responses on the PWS, 30% of 
participant responses indicated that Very Strongly Agree described their participation in 
the wellness behaviors/attitudes described. The fact that the vast majority of respondents 
reported that they “strongly agree” or “agree” that they encompass the wellness behaviors 
and beliefs surveyed in this measure is reassuring, although it should be emphasized that 
the behaviors surveyed on this measure are self-perceived behaviors, and not actual 
behaviors.  
 On the JSS-WS, the majority of the remaining responses (48%) fell in the more 
agreeable range of the scale, with participants rating their participation in the wellness 
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behaviors/attitudes as a 4 or a 5. On the PWS, 30% of participant responses indicated that 
Very Strongly Agree described their participation in the wellness behaviors/attitudes 
described. Alternatively, only 11% of participants reported that they “disagree” or 
“strongly disagree” that they encompass the wellness behaviors and beliefs surveyed on 
the JSS-WS, while only 3% of the total individual participant responses on the PWS 
indicated that Very Strongly Disagree described their participation in the wellness 
behaviors/beliefs described. While these numbers are fairly low, they are still concerning 
for many reasons. As it relates to this study it is of concern because of the potential 
impact it has over the way these teacher candidates perceive their own abilities to work 
with their students. In fact, this study found that teacher candidates’ perceived levels of 
wellness had a statistically significant relationship between their perceived behavior 
management skills. This suggests that their own perceived personal wellness may be 
related to their perceived ability to manage classroom behavior. These findings are 
closely linked to previous research that has addressed the impacts of teacher stress and 
burnout. These findings have many implications for teachers and schools, and indicate 
that schools should support teachers by providing professional development as teachers 
learn to implement behavior management strategies. There is some evidence that has 
examined the specific impacts of teacher stress on their students, and findings have 
suggested that teacher stress has the potential to impact constructs such as executive 
functioning in students, particularly when factors such as school poverty is involved 
(Neuenschwander, Friedman-Krauss, Raver, & Blair, 2017). Research has also explored 
the concept of teaching mindfulness to teachers as one way to manage stress and burnout 
of the profession (Roeser, Skinner, Beers, & Jennings, 2012).  
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Perceived Behavior Management Skills 
in Teacher Candidates 
 
 Teacher candidates in this study did not report perceptions of well-developed 
skills in the area of behavior management. The previous studies using the BIMS have 
primarily focused on developing construct validity for the measure, and developers of the 
BIMS do not provide specific classification ratings for total scores on the measure and 
the classifying behavior management. They do suggest that high scores indicate greater 
perceived skill in behavior and instructional management, particularly in the areas of 
establishing classroom rules, forming a reward structure, presenting opportunities for 
student input, monitoring seatwork, structuring daily routines, using teacher-focused 
language, and participatory approaches to instruction. Lower scores indicate the 
perception of a more permissive behavior management style, and fewer well-developed 
intervening responses to classroom behavior. The mean participant total score was 31.24 
(out of a possible score of 72), and the mean individual item score was 2.42 (out of a 
possible 6). The distribution of scores in this study indicate that teacher candidate 
respondents reported that they were not likely to implement the behavior management 
strategies that were surveyed in the scale. This further indicates that they perceive their 
classroom management skills as being more permissive in nature, and that they are not 
very likely to intervene when classroom behaviors become problematic. This is not 
surprising, given that the vast majority of behavior management learning for teachers 
reportedly occurs “on the job,” and the participants surveyed would have had very little 
actual classroom experience, and would therefore be less comfortable using more 
directive behavior management strategies. This is very consistent with previous findings 
in this area that have indicated that teacher candidates receive very little explicit 
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instruction in behavior management in their teacher preparation programs, and do not feel 
prepared to implement behavior management strategies once they are assigned to their 
own classrooms (Reinke et al., 2011; Freeman, Simonsen, Briere, & MacSuga-Gage, 
2013; Garrett, 2014). This continues to be concerning, however, because of how 
important the development of behavior management is to many aspects of the entire 
classroom’s functioning, including the potential impact, including academic impact, it 
may have on learners with social-emotional concerns. 
 The relationship between perceived levels of personal wellness and teacher 
candidates’ perceptions of their behavior management skills was found to be statistically 
significant. Implications from these finding suggests that when teacher candidates 
perceive themselves as personally healthier and better-versed in the social-emotional 
needs of their students, they may be more likely to perceive themselves as better able to 
manage classroom behaviors. The dynamic of personal characteristics having an impact 
on one’s job performance is not unique to the field of teaching, as it has been examined in 
other helping populations such as nursing (Willemse et al., 2015), as well as in the field 
of information technology (Okpara, 2004). This dynamic does have the potential to have 
a greater impact when seen in teachers than in some other professional settings, due to the 
vulnerability and impressionability of the student population with whom teachers work.  
 Although it was expected that participants from various backgrounds in terms of 
their different programs of study would differ in behavior management skills, this was 
not found to be the case. This hypothesis was based on the premise that special educators 
and/or graduate students may be more likely to be exposed to behavior management 
content during their teacher training programs than students in other programs, and 
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therefore report stronger skills in behavior management. It was also hypothesized that 
teacher candidates who have personally experienced and sought help for and/or had a 
close friend or family member experience and seek help for a social-emotional concern 
would report statistically significantly higher scores in behavior management skills than 
those who have not. Results indicate that participants’ reported behavior management 
skills did not significantly differ depending on whether or not they reported having a 
close friend or family member who had experienced or sought help for a social-emotional 
concern. Participants’ behavior management skills did, however, significantly differ 
when participants reported having personally experienced or seeking help for a social-
emotional concern first-hand. This indicates that while the presence of social-emotional 
concerns of close friends or family members may not have any bearing on participants’ 
reported behavior management skills, it does seem that personal mental health 
experiences may come into play when it comes to behavior management skills. These 
findings have implications for teacher education programs, and suggest that teachers’ 
social-emotional functioning and the potential impact it has on their interactions with 
students should be emphasized as teacher candidates prepare to engage in the profession 
of teaching. 
Perceived Mental Health Literacy in 
Teacher Candidates 
 
 This study is one of the first known studies to explore mental health literacy in 
teacher candidates, a concept which encompasses a degree of knowledge about social-
emotional concerns about children in their care and also produces appropriate action in an 
attempt to help with these concerns. Similarly to perceived behavior management skills, 
teacher candidates in this study reported limited knowledge in the area of mental health 
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literacy. The developers of the MHLQ did not identify classification ranges for the total 
scores on the measure, but lower scores on the MHLQ and the MHLQT indicate higher 
levels of mental health literacy. The mean total participant score on the MHLQT was 
29.35 (out of a possible 75) and the mean individual item score was 1.96 (out of a 
possible 5) with a standard deviation of 0.49. Response percentage breakdowns consist of 
the following: 28% indicated they agreed “strongly” with the mental health literacy 
beliefs or that they were capable of the skill surveyed, 26% indicated that they agreed 
“slightly” with the mental health literacy belief or that they were capable of the skill 
surveyed, 23% indicated that they were neutral about the belief or skill surveyed, 22% 
disagreed “slightly” with the mental health literacy belief or that they were not capable of 
the skill surveyed, and 1% disagreed “strongly” with the mental health literacy belief or 
that they were not capable of the skill surveyed. Because 46% of all individual item 
responses on the MHLQT indicated that respondents either disagreed with or were 
neutral about the mental health literacy beliefs or skills described, it can be argued that 
the teacher candidates surveyed had a limited understanding of mental health literacy. 
 A limited grasp of mental health literacy on the part of participants in this study 
suggests both that their understanding of social-emotional concerns in their students is 
limited, and the likelihood that they would take appropriate action on behalf of a student 
experiencing such a concern is not particularly high. The result of this finding is similar 
to studies that have examined mental health literacy in caretakers and in the general 
population (Jorm, 2012). This is particularly concerning considering the likelihood that 
general education teachers will be required to work with children with social-emotional 
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concerns in their classrooms, and as previously discussed, are often among the first adults 
to be exposed to such concerns in children and youth.  
 This finding also has implications for the implementation of school-wide/Tier 1 
positive behavior intervention support (PBIS) programs and social-emotional learning 
(SEL) programs, in accordance with the multi-tiered systems of support (MTSS) model. 
It indicates that teacher candidates, teachers and students would likely benefit from an 
increase in education surrounding the implementation of positive behavior management 
practices and social-emotional learning programs on a Tier 1 level. That is, if entire 
schools and classrooms become better versed in how to reinforce and reward positive 
behavior, and also begin to encompass a mental health literacy knowledge base, it stands 
to reason that students would be more likely to have their social-emotional needs met.  
 While teacher candidates reported a relatively low level of mental health literacy, 
a rather large percentage, 38%, of respondents reported personally experiencing and/or 
seeking help for a social-emotional concern, and 69% of respondents reported that they 
have had a close friend or family member experience and/or seek help for a social-
emotional concern. Furthermore, 38% of participants responded “yes” on either 
personally experiencing or having a close friend or family member experience and seek 
help for a social-emotional concern. Additionally, a total of 27% of participants reported 
that they had both personally experienced and sought help for a social-emotional concern, 
as well as had a close friend or family member that had done so. Notably, current 
estimates of prevalence rates of mental illness in the United States in adults are around 
one in five in any given year (National Alliance on Mental Illness, 2015). The findings 
from this study suggests that more than 2 out of 3 individuals entering the field of 
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teaching have been personally impacted by social-emotional concerns, either through 
their own experience or through the experience of a close friend or family member. This, 
along with this study’s findings of a link between perceived personal wellness, mental 
health literacy and perceived behavior management skills, provides a strong argument for 
an increase in education around personal wellness in teacher candidates during their 
teacher preparation programs. Ultimately, the evidence from this study points to a need of 
an increase in focus on education on mental health literacy and surrounding the personal 
wellness of those entering the field of teaching.  
Limitations 
 A number of limitations existed in this study. One limitation is that the sample 
was not very diverse, in that it consisted largely of white females who were an average 
age of 24. This, in addition to the fact that all participants came from the same teaching 
college, limits the generalizability of the findings. Further, while this study sought to 
examine perceptions of teacher candidates while they were involved in student teaching, 
it does not indicate how these candidates actually performed in areas such as behavior 
management or mental health literacy. This also does not necessarily indicate how they 
will perform once they have their own classrooms as inservice teachers.  
 Another limitation of the study is the “questionable” classification of the 
reliability coefficient on the BIMS survey. A weaker coefficient on this instrument means 
there is some likelihood that behavior management was not measured as accurately as it 
could have been. In the instance that the BIMS did not capture the construct of interest, 
some of the implications of the study could be in question. 
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 Additionally, survey methodology used in this study presents a number of 
limitations, including the assumption that respondents are answering accurately and 
avoiding a common tendency to “fake good.” This means they may have responded to 
questions to present themselves in a more favorable way than is actually true. Also, 
because of the length of this survey, it is possible that some respondents who completed 
the survey (in addition to those who dropped out) experienced fatigue, making them less 
likely to carefully read and respond accurately to all of the survey questions.  
Future Research 
 It is recommended that additional studies be conducted that seek to investigate the 
needs general educators have in regards to supporting their students with social-
emotional concerns and SED identifications. This is an area of need that will not go away 
any time soon, if at all. It is also recommended that research continue to be done with 
teachers and teacher candidates regarding the role personal wellness plays in their 
professional lives. If a strong enough case can be made that personal wellness and mental 
health literacy are valuable and influential components to producing positive educational 
outcomes, it is possible that teacher preparation programs will increase their emphasis in 
education around these areas.  
 Future research should also include examining the individual instruments used 
within the larger survey. While two of the instruments, the PWS and the BIMS, have 
been used with a variety of populations, the JSS-WS and the MHLQT are both early in 
their development and have not been widely used, and certainly not used previously with 
a teacher candidate population. Continued use of these surveys with different populations 
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would add further knowledge to the literature regarding the constructs, factor structures, 
and overall suitability of these measures.  
Conclusion and Implications 
 A goal of this study was to examine perceived levels of wellness, mental health 
literacy, and behavior management in teacher candidates. Perceived levels of wellness 
and mental health literacy were examined in terms of how these factors may contribute to 
teacher candidates’ perceived behavior management abilities. The examination of mental 
health literacy as potentially related to behavior management had not yet previously been 
explored in teacher candidates. Mental health literacy is not only indicative of knowledge 
of social-emotional concerns, but also of action-seeking on behalf of children with such 
concerns, which is often required of general education teachers in their classrooms. 
Additional variables such as the participants’ program of study and the existence of 
personal social-emotional experiences of the participant and/or a close friend or family 
member were examined regarding their relationships to the aforementioned personal 
factors. As previously stated, there was not sufficient diversity in the sample to examine 
variables such as age, gender, and ethnic background. 
 Ultimately, results of this study add to the body of literature that calls for an 
increase in wellness and social-emotional emphasis in teacher preparation programs. It 
provides evidence to suggest that behavior management strategies may be linked to one’s 
own personal social-emotional concerns. It also reflects existing knowledge on the 
limited amount of practice teacher candidates have with behavior management prior to 
learning on the job in their own classrooms. Finally, the results also provide school 
psychologists and others working in the field of teacher consultation insight that 
  
119
identifies gaps in teacher education. Knowledge of these gaps stands to be helpful when 
planning professional development and other post-degree types of learning for teachers. 
Content that touches on the importance of the personal wellness of teachers, the value of 
behavior management combined with practice with effective strategies, as well as a 
knowledge base of the more newly developed concept of mental health literacy stands to 
benefit not only the teachers who receive the information, but potentially the students 
they teach: particularly those who are most vulnerable, such as children with social-
emotional concerns.  
 This study touches on ethical issues in education through a number of angles. 
First, in that it is an ethical imperative that our children and youth are provided with 
teachers who exhibit characteristics of wellness that allow them to be at their very best, 
both personally and professionally. Second, it is also imperative that teachers receive the 
opportunities to develop wellness practices and strategies into their teaching practices, to 
begin with. By placing teachers in classrooms without providing them with guidance in 
how to manage personal and professional stress, we do a disservice to both teachers and 
their students. Finally, it is important that teachers not only receive knowledge around 
their own personal wellness, but also around the social-emotional concerns that impact 
their students, as well as how to manage such concerns in their classrooms. Ideally, this 
would be done in teacher preparation programs, through introductory courses that touch 
on personal wellness, child psychology, and behavior management. Professional 
development should also be provided in these areas for practicing teachers who may not 
have received education around these areas in their teacher preparation programs. 
Ultimately, this study provides additional evidence to support the notion that teacher 
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candidates do not receive much, if any instruction in behavior management or mental 
health literacy. This study also scratched the surface of exploring the link between a 
teacher’s social-emotional history and their functioning in the classroom. We cannot 
continue to pretend that the personal characteristics of teachers do not impact their work. 
It is time to give teacher candidates and teachers the skills they need in order successfully 
work with children with social-emotional concerns in their classrooms. 
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Achilles.Bardos@unco.edu 
 
I am researching teacher candidates who will begin their first student teaching placement 
in the fall of 2015. I want to better understand your perceptions of your efficacy in 
addressing certain student problems in the classroom, as well as other personal factors 
that may impact your teaching. You will be asked to complete a survey and your 
participation will likely take no more than 20-30 minutes of your time.  
 
After you complete the survey, your name and feedback will remain confidential. All 
data will be kept in a locked file cabinet in the researcher’s home. I will strive to protect 
the confidentiality and anonymity of your responses. 
 
Risks to you are minimal, and include your time to complete the survey. The benefits to 
you include gaining insight into your own perceptions of your efficacy in addressing 
certain student problems in the classroom. Additionally, each person who completes the 
study will be entered to win one of two $25 gift cards to Amazon.com. 
 
Participation is voluntary. You may decide not to participate in this survey, and if you 
begin participation you may still decide to stop and withdraw at any time. Your decision 
will be respected and will not result in loss of benefits to which you are otherwise 
entitled. Having read the above and having had an opportunity to ask any questions, 
please complete the survey if you would like to participate in this research. By 
completing the survey you will give us permission for your participation. Please print a 
copy of this form for your future reference. If you have any concerns about your selection 
or treatment as a research participant, please contact the Office of Sponsored Programs, 
Kepner Hall, University of Northern Colorado, Greeley, CO 80639; 970-351-2161. 
 
Sincerely, 
 
 
 
Liz Leeper, Ph.D. Student in School Psychology 
 
  
142
APPENDIX C 
DEBRIEFING FORM 
 
 
 
  
143
Debriefing Information  
 
Thank you for your participation in “A Study of Teacher Candidates: Implications for 
Children with Social-Emotional Concerns.” The goal of this study was to examine the 
personal characteristics of teacher candidates that may be related to skill in working with 
students with social-emotional concerns. A number of constructs were examined, 
including wellness, mental health literacy, and behavior management. Wellness refers to 
a “state of complete physical, mental, and social well-being and not merely the absence 
of disease or infirmity” (Official Records of the World Health Organization, 1948, P. 
100). Mental health self efficacy is a term that refers to "knowledge & beliefs about 
mental disorders which aid their recognition, management, or prevention.” (Jorm, 2000, 
p. 396). Finally, behavior management refers includes “a number of tasks such as a 
teacher’s management of his or her own and students’ activities, creating an effective 
interaction environment, employing appropriate methods against undesirable behavior, 
and creating communication between students and carrying it on.” (Oral, 2012, p. 2903) 
 
Your participation was important in adding to the research about personal characteristics 
of teacher candidates and the relationship between these characteristics and your 
preparation and skills in working with children with social-emotional concerns. I am 
hoping that the results from this study and studies like it will assist in informing teacher 
education programs to further support training in teacher candidates and the support they 
receive from mental health professionals in the schools. 
 
If you have any additional questions regarding this research, please contact: 
 
 
Liz Leeper, MA 
Leep0391@bears.unco.edu 
Ph.D. Student 
Department of School  Psychology 
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Dear (Insert name of program coordinator/faculty member), 
 
I hope this letter finds you well and enjoying the semester. I am asking for your 
permission to survey your teacher candidates who will begin their first student teaching 
placement in the fall of 2015. I want to better understand their perceptions of their 
efficacy in addressing certain student problems in the classroom, as well as other personal 
factors that may impact their teaching. They will be asked to complete a survey and their 
participation will likely take no more than 20-30 minutes of their time.  
 
I hope that the data from this survey will provide me with valuable information regarding 
the perceptions undergraduate teacher candidates have regarding their efficacy in 
addressing student problems in the classroom.  
 
The following script will be included in the email to your students. 
  
 “Your participation in a short research study has been requested. The study is 
investigating your perceptions of efficacy in addressing certain student problems in the 
classroom, as well as other personal factors that may impact your teaching. Below is a 
link to the electronic survey. 
 
https://unco.co1.qualtrics.com/SE/?SID=SV_0qxDZVEiJ1FjrMN 
 
Please contact Liz Leeper (Leep0391@bears.unco.edu) if you have any questions or 
concerns about the survey. Thank you!” 
 
I really appreciate your help in gathering this valuable data from your students. Please do 
not hesitate to contact me with any questions or concerns. 
 
Sincerely, 
 
Liz Leeper 
Doctoral Student in School Psychology 
University of Northern Colorado 
Email: Leep0391@bears.unco.edu  
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PERCEIVED WELLNESS SCALE 
 
The following statements are designed to provide information about your wellness 
perceptions. Please carefully and thoughtfully consider each statement, then select the 
one response option with which you most agree, on a scale of 1 (Very Strongly Disagree) 
to 6 (Very Strongly Agree). 
 
 
1. I am always optimistic about my future. 1 2 3 4 5 6 
2. There have been times when I felt inferior to most of the 
people I knew. 
1 2 3 4 5 6 
3. Members of my family come to me for support. 1 2 3 4 5 6 
4. My physical health has restricted me in the past. 1 2 3 4 5 6 
5. I believe there is a real purpose for my life. 1 2 3 4 5 6 
6. I will always seek out activities that challenge me to think 
and reason. 
1 2 3 4 5 6 
7. I rarely count on good things happening to me.  1 2 3 4 5 6 
8. In general, I feel confident about my abilities. 1 2 3 4 5 6 
9. Sometimes I wonder if my family will really be there for me 
when I am in need. 
1 2 3 4 5 6 
10. My body seems to resist physical illness very well. 1 2 3 4 5 6 
11. Life does not hold much future promise for me. 1 2 3 4 5 6 
12. I avoid activities which require me to concentrate.  1 2 3 4 5 6 
13. I always look on the bright side of things. 1 2 3 4 5 6 
14. I sometimes think I am a worthless individual. 1 2 3 4 5 6 
15. My friends know they can always confide in me and ask me 
for advice. 
1 2 3 4 5 6 
16. My physical health is excellent. 1 2 3 4 5 6 
17. Sometimes I don't understand what life is all about. 1 2 3 4 5 6 
18. Generally, I feel pleased with the amount of intellectual 
stimulation I receive in my daily life. 
1 2 3 4 5 6 
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19. In the past, I have expected the best. 1 2 3 4 5 6 
20. I am uncertain about my ability to do things well in the 
future.  
1 2 3 4 5 6 
21. My family has been available to support me in the past. 1 2 3 4 5 6 
22. Compared to people I know, my past physical health has 
been excellent. 
1 2 3 4 5 6 
23. I feel a sense of mission about my future. 1 2 3 4 5 6 
24. The amount of information that I process in a typical day is 
just about right for me (i.e., not too much and not too little). 
1 2 3 4 5 6 
25. In the past, I hardly ever expected things to go my way.  1 2 3 4 5 6 
26. I will always be secure with who I am. 1 2 3 4 5 6 
27. In the past, I have not always had friends with whom I could 
share my joys and sorrows.  
1 2 3 4 5 6 
28. I expect to always be physically healthy. 1 2 3 4 5 6 
29. I have felt in the past that my life was meaningless. 1 2 3 4 5 6 
30. In the past, I have generally found intellectual challenges to 
be vital to my overall well-being. 
1 2 3 4 5 6 
31. Things will not work out the way I want them to in the 
future.  
1 2 3 4 5 6 
32. In the past, I have felt sure of myself among strangers. 1 2 3 4 5 6 
33. My friends will be there for me when I need help. 1 2 3 4 5 6 
34. I expect my physical health to get worse.  1 2 3 4 5 6 
35. It seems that my life has always had purpose. 1 2 3 4 5 6 
36. My life has often seemed void of positive mental 
stimulation.  
1 2 3 4 5 6 
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JOURNEY TO SUCCESS WELLNESS SCALE (JSS-WS) 
 
Directions: Please complete all the items below about the student to the best of your 
ability.  
Select ONLY ONE response by selecting the option that best describes how you see this 
yourself today.  
Use the following rating:  
 
SA = Strongly Agree/ Very much like me 
A = Agree/ Like me 
D = Disagree / Unlike me 
SD = Strongly Disagree / Not at like me 
 
1. I am open minded. SA A D SD 
2. I belong. SA A D SD 
3. I blame other people for my problems.  SA A D SD 
4. I can stop myself when I am going to say something 
I will regret. 
SA A D SD 
5. All people have value. SA A D SD 
6. I am not engaged in life. SA A D SD 
7. I know what I am good at and not good at. SA A D SD 
8. My problems seem to be never ending.   SA A D SD 
9. I give up easily on difficult tasks. SA A D SD 
10. I am respectful of others. SA A D SD 
11. After an event, I typically find ways to do better SA A D SD 
12. I am cared for and loved. SA A D SD 
13. I care about my health. SA A D SD 
14. After leaving a heated argument, I can return and 
talk to the person I am mad at. 
SA A D SD 
15. I am grateful for what I have. SA A D SD 
16. I know what I want and how to get it. SA A D SD 
17. I sense what to do next. SA A D SD 
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18. I often feel hopeless.  SA A D SD 
19. Sometimes it helps to have another’s opinion. SA A D SD 
20. I often sense what others are feeling. SA A D SD 
21. If I can’t do something one-way, I’ll do it another 
way. 
SA A D SD 
22. I feel like I belong at school. SA A D SD 
23. I am dependable. SA A D SD 
24. I can remove myself from a frustrating situation. SA A D SD 
25. I enjoy differences in people. SA A D SD 
26. I am not afraid to take a risk when it comes to 
starting a project. 
SA A D SD 
27. I have learned a great deal from past experiences. SA A D SD 
28. I keep on trying, as I know I will get there. SA A D SD 
29. I take pride in my accomplishments. SA A D SD 
30. Listening is a very important skill. SA A D SD 
31. It’s important to be flexible. SA A D SD 
32. I do not get support from friends and the community.  SA A D SD 
33. I exercise regularly. SA A D SD 
34. I value feedback from people about how I handle 
different tense situations. 
SA A D SD 
35. I can see things through other peoples’ eyes. SA A D SD 
36. I set challenging goals. SA A D SD 
37. I know what I am feeling at the moment. SA A D SD 
38. I often think life is meaningless.   SA A D SD 
39. Learning new things is fun. SA A D SD 
40. I enjoy participating in activities with others. SA A D SD 
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41. I am prepared for change. SA A D SD 
42. I am close to one or both of my parents. SA A D SD 
43. I am responsible for my actions. SA A D SD 
44. I don’t let little things upset me. SA A D SD 
45. I cannot accept another’s point of view.  SA A D SD 
46. I am passionate about what I do. SA A D SD 
47. I am aware of how I make other people feel. SA A D SD 
48. I have hope for the future. SA A D SD 
49. I feel organized in most aspects of my school life. SA A D SD 
50. I am easy to be with. SA A D SD 
51. I try to find new ways of looking at things. SA A D SD 
52. I feel supported and listened to in my life. SA A D SD 
53. I finish what I start. SA A D SD 
54. I feel in control of my emotions. SA A D SD 
55. I have concern for the welfare of others. SA A D SD 
56. I am not easily discouraged from something I want. SA A D SD 
57. Criticism is hard to take, but it makes me stronger. SA A D SD 
58. It’s important to see the humor in things. SA A D SD 
59. I am confident and self-assured. SA A D SD 
60. I am not comfortable sharing my feelings.   SA A D SD 
61. I am agreeable. SA A D SD 
62. In my family, nobody listens to one another.  SA A D SD 
63. The choices I make are thoughtful ones. SA A D SD 
64. I get upset when others don’t see things my way.  SA A D SD 
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65. I stand up for people who cannot stand up for 
themselves. 
SA A D SD 
66. I envision what I want, and make a plan on how to 
get it. 
SA A D SD 
67. I lack confidence in my abilities.  SA A D SD 
68. I have positive expectations of others. SA A D SD 
69. I find ways to accomplish difficult tasks. SA A D SD 
70. People say that I am thoughtful. SA A D SD 
71. I need to be perfect. SA A D SD 
72. My friends are very supportive. SA A D SD 
73. I can admit to mistakes I make. SA A D SD 
74. When I am angry or disappointed with someone I 
talk to them about it.  
SA A D SD 
75. It’s important to forgive each other. SA A D SD 
76. I have lots of ideas. SA A D SD 
77. I am realistic about what I can and cannot do. SA A D SD 
78. I believe the world holds great promise. SA A D SD 
79. I really enjoy being into what I’m doing. SA A D SD 
80. I have meaningful relationships. SA A D SD 
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BEHAVIOR AND INSTRUCTIONAL MANAGEMENT SCALE 
(BIMS)--BEHAVIOR MANAGEMENT SCALE 
 
For each statement below, please mark the response that best describes what you do in 
the classroom. There are no right or wrong answers, so please respond as honestly as 
possible. 
 
6 = Strongly Agree 
5= Agree 
4= Slightly Agree 
3= Slightly Disagree 
2= Disagree 
1= Strongly Disagree  
 
 
1. I nearly always intervene when students talk at 
inappropriate times during class. 
6 5 4 3 2 1 
2. I strongly limit student chatter in the classroom. 6 5 4 3 2 1 
3. I reward students for good behavior in the classroom. 6 5 4 3 2 1 
4. If a student talks to a neighbor, I will move the student 
away from other students.  
6 5 4 3 2 1 
5. I use input from students to create classroom rules. 6 5 4 3 2 1 
6. I allow students to get out of their seat without permission. 6 5 4 3 2 1 
7. I am strict when it comes to student compliance in my 
classroom. 
6 5 4 3 2 1 
8. I firmly redirect students back to the topic when they get 
off task. 
6 5 4 3 2 1 
9. I insist that students in my classroom follow the rules at all 
times. 
6 5 4 3 2 1 
10. I closely monitor off task behavior during class. 6 5 4 3 2 1 
11. I strictly enforce classroom rules to control student 
behavior. 
6 5 4 3 2 1 
12. If a student’s behavior is defiant, I will demand that they 
comply with my classroom rules. 
6 5 4 3 2 1 
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MENTAL HEALTH LITERACY QUESTIONNAIRE 
FOR TEACHERS (MHLQT) 
 
This questionnaire is designed to help me gain a better understanding of your perspective 
regarding the needs of your students. Please indicate the degree to which you agree or 
disagree with each statement.  
 
1 = Agree strongly 
2 = Agree slightly 
3 = Neutral 
4 = Disagree slightly 
5 = Disagree strongly 
 
1. I am capable of being a good teacher to all my students. 
1 2 3 4 5 
2. The mental, emotional, and/or behavioral problems in my 
students can be successfully treated. 
1 2 3 4 5 
3. My students have the right to receive testing they need. 
1 2 3 4 5 
4. I have the right to ask for help when I need it. 
1 2 3 4 5 
5. I have the right to ask for all available services in the school 
that my students need. 
1 2 3 4 5 
6. I have the right to help select interventions for my students. 
1 2 3 4 5 
7. I know what some of the risks are to mental health treatment 
my students are receiving. 
1 2 3 4 5 
8. I know how to find intervention options for my students 
when necessary. 
1 2 3 4 5 
9. I understand how to obtain the services/resources needed for 
students in my classroom with social-emotional concerns. 
1 2 3 4 5 
10. I understand how to facilitate interventions into the 
classroom. 
1 2 3 4 5 
11. I am able to decide when I need to get extra help when 
working with a student with emotional/behavioral concerns. 
1 2 3 4 5 
12. I am able to negotiate with the intervention team and other 
school staff members in order to reach intervention solutions 
that are best for everyone. 
1 2 3 4 5 
13. I can control my students’ behavior. 
1 2 3 4 5 
  
158
14. My students’ interventions are often under my control. 
1 2 3 4 5 
15. I am capable at helping my students solve 
emotional/behavioral problems. 
1 2 3 4 5 
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DEMOGRAPHIC QUESTIONNAIRE 
 
Please answer the following questions as they describe you. 
 
1. Gender (select one)  Female___ Male___ Other___ 
 
2. Age ____ 
 
3. Race/Ethnicity 
  ____African American   
  ____Asian American     
  ____White 
  ____Hispanic/Latino 
  ____Middle Eastern 
  ____Other: ______________ 
 
4. Year in college: 
  ____Freshman 
  ____Sophomore 
  ____Junior 
  ____Senior 
  ____Other 
 
5. UNC Program of study: 
  ____Elementary 
  ____Special Education 
  ____Early Childhood Education 
  ____Secondary 
  ____K-12 (Art, Music, PE) 
 
6. Number of semesters spent in a teaching practicum: 
  ___1  
  ___2 or more 
 
7. Have you ever experienced an emotional or psychological concern that led you to 
seek professional help? 
  ___Yes     ___No 
 
8. Have you had a family member or close friend experience an emotional or 
psychological concern that led them to seek professional help? 
  ___Yes     ___No 
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Power analysis conducted using G Power 
 
 
 
